MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
; CERTIFICATE OF DEATH os ae 2802 


a 


to 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 haurs after d 


Se ey ee eS eee 
s 3 5 1 PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If instituion: Residence before admission) 
£ 8s ° °. b. COUNTY / 
£ iy aryland Sty (see 
= Be b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 7 
g so RURAL ond give nearest town) 3 v 
Bess 2 months 14 days p, ore Ma GX ie 
oS . d. NAMED ITA Tot in hospital, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
oO = ae / OR INSTITUTION ON A FARM? 
g 3 | Springfield State Hospital 3310 Willoughby Ave ves] NOX] 
2 = 5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
= = sult 
a 2% (Type oF prin! Geor, £ Akers DEATH 7 26 19 58 
1 5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF 8IRTH AE eI ON DE DT YER FIGUND eas 
PLpithdoy) [Months] Doys | Hours | Min. 
2s Male White |wivowen ff DIVORCED [} 2-14-77; a yes. 
me 13 
& & 100. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
U i (1 
8 during most of working life. even if retired) 
Re foreman machine shop Waryinia USA 
kK: 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
58 
By Thomas Akers Catherine 
2g 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a E [¥es, ne. oF unknown) {IL yes, give war or dates of service} 
2 nkn wo 213-01-6838 Springfield State Hospital Records 
z 8 18. CAUSE OF DEATH [Enter only one couse per line far (o}, (b), ond (c).] INTERVAL BETWEEN, 
2a PART I. DEATH WAS CAUSED BY: OnE DE 
o§ OSATIMMEDIATE CAUSE (0) BrOnchopneumonia days 
Ze 441% DUE TO 
> 
Hs Conditions, if ony, which (bp. 
BE gove rise to immediote 
pe couse (o}, stoting the under. ( DUE TO 
g* lying couse lost. (o. 
28 2 P, . HER Si: At iT] SORRY Tn 12 DF ial BUT, DAL ION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
a8 Opps 48 BOOS WaT YSREIEN 5 WEE BSP CHE DEAS EDGE (0))19: ERFORMED? 
roar Ol< yes [1] NO fe 
ao UG 
oo = 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port I of item 18.) 
6 oO s OR CONTRIBUTING [] CAUSE OF DEATH 
4 © JCF EITHER, NOTIFY MEDICAL EXAMINER) 
z 
Uv 
rt 
2 
2 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | ‘20F. (City or town) (County) (Stote) 
Hour 0. m. While Not while factory, street, office bldg., etc.) ! ' 
p.m. fot wark [7] at work] ' 


21. | certify that | attended the deceased fram.__________ 52i2— 1958._, to Jx2heo_, 19.58, thot | lost saw the deceased 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed wi 


mee 
£22 
eg 3 alive an__ ia) a and that death occurred at 23.15 Pm, fram the causes and an the date stated abave. 
= Os ADDRESS (Street, city or town, stote) DATE SIGNED 
-~o 
£6 ACTUAL 
a 8 SIGNATUR: mo. §) State Hospital _ 
Ba 
sEreu, 
S58 PHYSICIAN'S 
eas NAME (Type), Dn e ‘4 See ae ae anne 
se 2 To BURIAL CrEMATION ‘2b. DATE THEREOF NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City, town, of county) (Stote) 
>> pec 9 - 
Eee 4 7-A9-S% | Kovidn Pl Gbts. f 
4 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24. REC'D BY REGISTRAR Gi REGISTRAR'S SIGNATURE 
HT ss" (UO 


VS AIS (4) F Vi OW 
15M 10/57 N thy Lvthh Menta [30 € far OaEs 
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Poge 


retoined far yaur files. 
me State Boord af Heolth, 


Taboyrs fter death. 


e funeral director. 


extcute the certificote, writing the ward “pending™ in pencil in ttem 18. Give Pages 1, 2, and 3 ta 


1 


R STATE 


e. ¢ 
id 2 wi 


i 


Office olong with form PM3. P. 


iner's 
td be used os a burial-transit permit. File pages 1 


Medicol Exam 


os ils designoted agent, prior ta burial, cremation, or removal, and in any event withi 


4 shauld be forwarded to the & 
TO FUNERAL DIRECTOR: Page 3 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07 803 ; 
aa i aibatdlad CERTIFICATE OF DEATH ict 


eee a Hospital ||___3614 Eastwood Drive _ 


i Las a8 DEATH 2. USUAL RESIDENCE (Where deceoted lived. if institution: Residence before oRITATOR 
OUNTY 
: Carroll marnano || ° SE Maryland sco’ Balto,City 


b. CITY OR TOWN {if outside cosporate timin, write RURAL cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporote limits, write RURAL ond Qive nearest! town) 
we y 


Sykesvil lyr.7mos.lédays | Baltimore, Zme 64 0 3.Vo/]_ 4 


d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give sireet address) . STREET ADDRESS re “ zn TS RESIDENCE 


ON A FARM? 
yes [J NOX) 
Firat iddle tot «A ATE Month ; Yeor 
Grace Emma Hofmann Aranow Beatn July 13, 19 58 
6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED [_}| B. DATE OF BIRTH 9. Feb lined IFUNDER TYEAR] IF UNDER 24 HPS. 
White [wiroweogg — ovorceocy | May 25 1890 | yes. [pe Pov “ie par 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) x h2. CITIZEN OF WHAT COUNIRY? 
uti eet of aes lite, even if retired) 
New Jersey UsSeAe 
= 


stered Nurse = 
13, thee ‘S$ NAME 14, MOTHER'S MAIDEN NAME 


George Hofmann 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT 


ae hig ye 16-1;720 | Springfield Hospital Records 


5 j a INTERVAL SETWECP 
18. CAUSE OF DEATH [Enter only one coure per line for {o}, (b), ond {c).] ie fo 


Fee | ern aeaneee, eomuve ve terol Seer’ sf 
¥ . DUE TO 


Conditions, it any. = » Bheumatic valvulitis,inactive,with deformity of 


gove rise to immediate cause Feeed —_ ae ts 
(0), sloting the underlying mitral vajve years 
couse fost. (a eee e.= oe 

ART I. ue SION CANT CONDITIONS CONTRIBUTI DEATH 8U AraeHaTEs THE TERMINAL DISEASE CONDITIQN GIVEN IN PART Jig)]19. was AUTOPSY 
CBB as socewl circ. dint, wit Panes arteriosclerosis wi with psyeyotie. gone 
Ro. evar eae WAS fi DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port 1 or Port Nt of ilem 18.) -* + 


PRIMARY (1) fae 
CAUSE OF DEA Unknowne 


Zc. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED [70e. PLACE OF INJURY (Home, ha 120, (Cily or town) (County) (Stote) 
inte ime: °: While Mist “Hospital "| Sykesville Carroll © Mds 
a. T cae that | took charge of the remains described above, held an Autopsy €). Inspection &. lnquiry £1. and in my 
Opinion ay resulted from: Naturol =p i Accident [1], Suicide [J], Homicide [[], Undetermined monner [] 


ACTUAL iS - Vise. f / DATE SIGNED 
SIGNATURE. “ VAR Dew. MD. CHIEF MEDICAL EXAMINER {7} 


ASSISTANT MEDICAL EXAMINER oO 
Jones Te Marsh, MoD. DEPUTY MEDICAL EXAMINER [fF 


—— P be 6a CEMETERY OR me Tad. LOCATH oe lke 


edi Tho. REC'D BY REGISTRAR REGISYRAR'S SIGMATBRE 
oaeQUL 1 6 ‘58 ieee gill 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2q¢ CERTIFICATE OF DEATH ney, tne.) @804 


owl 


sé 
3 yt 1 eee i eee (Where deceased lived. If institution: Residence before odmission) 
2 a. a. e b. COUNTY 
eet) : Carroll eee Maryland ‘antgome: 
°° © M b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib. ¢. CITY OR TOWN ([F outside corporote limits, write RURAL ond give rearest town) rd 
$ A RURAL and give nearest town) - ; 
22 k Ville - Rura 9 me 29 dp si Spring {2° 6. a8 
“S 2 " d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
= f 4 OR INSTITUTION x a ON A FARM? 
ne wringfield State Hosnit 9413 Seminole Street ves] Nog 
ect rg 
od 3. NAME OF Fi Middl 4. DATE 
> 9 on F est iddle Lost DA ‘Month Doy Year 
2¢ {Type er print Elizabeth Margaret Ashby DEATH J 1, 19 58 
Pes 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS, 
] } : lost birthdoy) [Months Haves | Min. 
ve] Female White _|wioweo ovorceo(] | July 6, 1869 89m. 
oS 100. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) h 
Housewife Sah Cae Washington, De Ce UeSels 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John William’ Wagner Mary Barbara Tavber=Schniidt 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address. 
{Yes, 00, ° ‘unknvown) {it yen, give wor or dates of service) * 4 
No None Springfield Hospital Record 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (0). ond (c)-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


4 . DUE TO 


Conditions, if ony, which w 
gove rise lo immediote 

couse (0}, stoting the under ( OVE TO 
tying cause last. (e) 


Chea OTHER rea! ANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) ]19. WAS AUTOPSY 
onic brain syndrome associated with circulatory disturbaice, PERFORMED? 
Sis a Dn 


ar, » P om a ; ves) No fy 


BY o 
200, ACCIDENT WAS UNDERLYING C]_ 205. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port {tof item 18.) 
OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor [20d, INJURY OCCURRED |208. PLACE OF INJURY (Home, form, |20F, (City or town) {County) {Stote) 
Hour a.m. While Not while foctory, street, office bidg., etc.) | 
a 9 Mlakelio «rt ET H 


INTERVAL BETWEEN 
ONSET AND DEATH 


Minutes 


Then please remove corbon pa; 


Arteriosclerotic Cardiovascular Disease 


ficate has been signed by the attending physician and comple 


the burial-tronsit permit. 


MEDICAL CERTIFICATION 


4 


the registror prior to burial, cremation, or remaval, and in any event within 72 hours ofter death. 


a . 


NAME (Type! ma [LA a a eesvilile, \Marwlen)- 
Zo. BURIAL, CREMATION, ‘2b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Stote) 
So a HILL CEMETERY IASHINGTON, B,C. tay 

|ERAL DIRECTOR'S SIGNATURE ‘ADDRESS Jao. REC'RULREDITRAB S| 20m, REE LT Oo 


VS A150 jth Sb. d SILVER ®RING, MD. |... 6 '58 enve a, 


may be retained by the haspitol or attending physician. 


a. 
3 21. | certify that | attended the deceased from November 1,., 19.55, ta Jwly Ui, ., 19.58.,that | last saw the deceased 
Ba 3 alive on____sluly 13, 125A; and that deoth accurred at.L230__AM, fram the causes and on the date stated above. 
3 C) 3 y ADDRESS (Street, city or town, stote} DATE SIGNED 
3 Seite AA Aa 11 Vda no, ... Springfield State Hospital... 
2 EXigabethyMegknqop, Me /D 
2 / PHYSICIAN'S LA fj 
<= 
o 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours ofter death: Page 4 


TO FUNERAL DIRECTOR 


= 


ted within 24 hours after death. 


INSTRUCTIONS 


HOSPITAL: The law requires that the death cerflficate 


TO ATTENDING PHYSICIAN 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7309 CERTIFICATE OF DEATH 87805 


Reg. Dist. No. 


\y ‘ 


thel this copy of thjs 


- COLOR OR 7, SINGLE, MARRIED, 
. WIDOWED, DIVORCED, 


5c 
2 RACE > 
ALE \ VAHL Ape 
We. USUAL OCCUPATION {Give kind of work 
done during most of working life, evan If 


Tob. KIND OF BUSINESS | i. 
Nira 2 4 2. ER 


B OR INDUSTRY 
13, “FATHER'S NAME ‘ DALY 
SAMUEL BENEDICT 


BIRTHPLACE (State or foreign country) 


i 
IF UNDER 1 YEAR _/iF UNDER 24 HRS. 
Months | Days Hours | Min, 

12, Bee oF T 
UNTRY 
Dp 

ENN EA. : 

14. MOTHER'S MAIDEN NAME 


IYVARY SM ELSEP 


/ | 1% PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 
coury (1 A fe Pb MARYLAND Aged. RY LA iv Acoun “ARFOLL 

= CITY (If oulside corporate limits, write RURAL LENGTH OF STAY CITY (It outside corporate limits, write RURAL and give neerest town) 
2 of and giva naarest tow! é {in this place) 2 e POW af 
3 S 4 5 = AICS | AM NEL IMI SAL 
> HOSPITAL OR STREET [i rurel giva localfon) 
ee INSHITUTION OR / ‘ADDRESS 
6 STREET ADDR 
a = MLA 
5 cra aad (First) 
be ECEASED 

: = . e 
g {Type or Print) 2 ES fi LE LE 
> 
a 
= 
3 


41 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
IRBRASE OR GEINDIBIOIN CAUSING DEA) eis eS > 8 


¢ 

8 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT & ADORE = 

z (Yesppogor unk.) | rg gfe war or dates of service) |. yn ae { ; Nees oe NEW WINDS 0X 
2 pS tN A OTL IMS SUMP Y Rh DENE DICT 4D 
Fs MEDICAL CERTIFICATION INTERVAL BETWEEN 
° 1 DISEASES OR CONDITIONS DIRECTLY LEADING TO PEATH j ONSET AND DEATH 
5 i 3 

E /}O, 2 wwepiate cause (A) Z pa 
o ANTECEDENT CAUSE(s) DUE TO an 

5 DISEASES OR CONDITIONS, IF ANY, (8) 

—_ GIVING RISE TO THE ABOVE CAUSE 

£ STATING UNDERLYING CAUSE Last, DUE TO 

a icp 

cy 

2 

oe 

= 


190. DATE OF OPERATION 19b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
o ves [] NO [] 


® 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrar within 72 hours affer death, After this 


OR CONTRIBUTING CL] CAUSE OF DEATH OF INJURY street, office bldg., etc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


21d, TIME OF INJURY (Month) (Dey) (Yeer) (Hour) 
M, 


2le. ACCIDENT WAS UNDERLYING () | 21b. PLACE (Home, farm, fectory, ‘21c. WHERE DID INJURY OCCUR? [City or town) (County) (State) 


21e. INJURY OCCURRED ‘21. HOW DID INJURY OCCUR? 
While Not while 
etwork L] two LC) 


22. I hereby Face that | attended the deceased from. 


P 19..2.4., to. E., 19>. that | last saw the deceased 
LAs, from the causes and on the date stated above. 
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The bottom copy may be retai 


{ alive on... , and that death occurred af’ 
z SIGNATUR ) ADDRESS {Strost, cityrjown, slels) DATE SIGNED 
2 z 
4 
= [725__ BURIAL, CREMATION, DATE THEREOF TOCATION [City, town, or count: (Stata) 
g REMOVAL (SPECIFY) fe 
2 h INTEI2S z e 1 > 
BY] 24. REC'D BY REGISTRAR i FATURE a ERAL DIRECTOR'S, SIGNATURE y, : ADDRES: 
tabs OLE SA BY 
are Ae ih, Ferber 04 [ICN Med HOGA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 7 80 § 
( Mi ) 7810 CERTIFICATE OF DEATH Riteiatee 


1, PLACE OF DEATH 
ar ©. COUNTY 


aml 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
oO. 


STATE b. COUNT 
Maryland Carroll 
€. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) 


x Rural--Westminster, 


Carroll peat) 


b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give negres! Ipwn) 
ural-“Westminster 15 yrs. 


led in by the funeral director, 


7 
= 
® 
z-) 
EB 
Fy 
By 
a 
~ 
a4 
re 
6 


‘ d. NAME OF HOSPITAL [If not in hospital, give street oddress) 'd. STREET ADDRESS e. 1S RESIDENCE 
C OR INSTITUTION R.D. # 6 ON A FARM? 
eVe yes) NOX) 
3. NAME OF Fint Middle lost 4. DATE Month Doy —_Yeor 
DECEASED. ’ of: OF 
ri {Type or prin!) CHARLES N. BOWMAN death == DULY 27 1958 
. 3 5. SEX 6 COLOR OR RACE |7. MARRIED L] NEVER MARRIED JC] 8. DATE OF BIRTH 9. AGE (hn yeor IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Ht birthday] Months! Do; Min, 
male negro wiowen] —ooworceo] | 6—4,—1910 ine. beveled bse, in 
4 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
£ during moat of working life. even if retired) 


daborer general Maryland U.S. 


cate be executed within 24 haurs after death. Page 4 


23 
ae 
Ea 
88 
va 
Wye 
5 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© = 
58% Eenry Bowman Irene Broadus 
Zor 
398 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
geez 
a (Vex, no, oF unknown) {IF yes, give wor or dates of rervice) 
§ in 
S ots no 206-03~6069 Frank Bowman Same 
2 €8 
5 Dee 1B. CAUSE OF DEATH [Enter only one couse per line for (0). (yf )and (c). INTERVAL BETWEEN 
S st u Y) ; = ONSET AND DfATH 
v gay PART I, DEATH WAS CAUSED BY: 2 p Q 2) 
a Pt ane IMMEDIATE CAUSE (0] Z =? 3 “vet ZTE 
Bsa “££ 0 s 
- =e > DUE TO 
a ae d , . 
= 52> Conditions, if ony, which wZZ2 peo Kh tao Ste C. 
3 gés gove rise lo immediote . 
Rea SE ARCE Cotte (0), sloting the under. ( OVE TO 
Fels oe lying couse los. 
f6c8s : (e). 
= & 2 & - ra Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop} 19. poder a 
SRHED 4 le 
ws dj 
e8506 ‘S ves] nol] 
= . = 
Fotes = [200. ACCIDENT WAS UNDERLYING [)_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 
sESeS E | OR CONTRIBUTING LJ CAUSE OF DEATH 
< 2 cy © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= di 2 xX. 
3 & 5 & f20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20e. wees OF INJURY ita fem 1 20F. (City or town) (County) (Stote) 
> 6 Hour 0. m. While Not fil joctoty, street, 0 g-, etc. 
EsErs g ptt 19 fot work C] of wa) ' 
oa " "in =e 
S s 21. | certify that | attended the deceas: om, 2 Ss. 19.4 STo___. pee an 125 that | last saw the deceased 
3 ts ao 
8 33 alive an___ 4. x ‘-- and that death accurred at2o_~_M, fram the causes and an the date stated above. 
# $2 oe ADDRESS (Street, city of town, stote) DATE SIGNED 
4500. ACTUAL A g a; 
syeis | [Settle i KA 72 00. 2h dhe 2LLIL- 
Ra | = 
2 25 ' PHYSICIAN'S = 
Sesze NAME (Type) : S A “t 
E 3 ae ees mieten aie ee ee i 
B °° To. ROIREC BATON ‘Mb. DATE THEREOF Zc. NAME OF CEMETERY OR-EREMATORY Zd. LOCATION (City, town, or county) (Stote) 
ef 9 speci 5 a 
= eae BURIA - 30-1958 Western Chapel Carroll Co,, Md. 
= 2 | 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


C. Me WALTZ, Winfield, Md. 


cate JUL 3 0 '58 DS 2B tn, 


rector, 
FE 


and 2 should be filed_with 


din by the Funeral 


@ 


Then please remove carbon papers. 


the registrar priar ta burial, crematian, or remaval, ond in any event within 72 haurs aftér death. 


permit. 


hysicion. 
icate has been signed by the attending physicion and compl. 


jing p 


he burial-trans' 


tend 


® 


may be retained by the hospi 
page 3 should be detached for use 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death. Page 4 
TO FUNERAL DIRECTOR: After 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 fe ee 
7811 CERTIFICATE OF DEATH 07807 


Reg. Dist. No. 
A Ue as al 2. Ce eee {Where deceosed lived. If institutian: Residence befare odmitsian) 
Es a6 
Carroll MARYLAND Maryland > COUNNTYBaltimore City 311 
2 ee ee ee 
b. fie oe (IF outside ole a limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside carporate limils, write RURAL and give nearest town) 
al live neorest town) 
Syke: e Ry2.3mths, 1dy Baltimore 2h 
da Be ss Reges (If nat in haspitol, give street address) d. STREET ADDRESS e. ‘Gun foo 
pringfield State Hospital. 34 South Macon Street YE L] wort 
3. NAME OF First Middle Lost 4, DATE Manth Day Year 
DECEASED f 
Peele Catherine Rossmeisl Brooks | DEATH 7 8 1958 


5, SEX 6. COLOR OR RACE |7. MARRIED [OE NEVER MARRIED [-] | 6. DATE OF BIRTH 9. AGE {In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Female | White — |woowen —_oworce gt] | 5a2—01893 | AE ieee for | ere? 
10a. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

He mast ot x life, even if retired} ™ end 


USehe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Anton Rossmeisl. Pauline Berg. 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


“Wor [meer enswmn | 993934536) | Hospital records. 


18. CAUSE OF DEATH [Enter only ane couse per line far (a), {b}, and ().] INTERVAL pe eEn 
A 


PART 1. DEATH Was causeo ey.  Bromchooneumonia 4 
IMMEDIATE CAUSE (a) 
DUE TO 
Canditians, if any, which (bh 
gave rise to immediate 
cause (a), stating the under: ( OUE TO 
lying cause last. (eh, 
= Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
=| Involutical psychotic reaction. ves] No OF 
© [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part lar Port Il af item 16.) 
& | OR CONTRIBUTING C} CAUSE OF DEATH 
& | (IF ETHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —]20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County} (Slate) 
a Hour a, m, While Not while factary. street, office bldg.. etc.) ! 
g pit. 19 Jot work [] at work CJ j 
2.0 oie the! | attended the deceased from 4° 9% Weg Sopa Be atm  19_W.,that | last saw the deceased 
cliv¥ercotemanee ess a eee ;-1 and that death accurred Otome. ow M, fram the causes and an the date stated abave. 
, ADDRESS (Streel, city or lown, state) DATE SIGNED 
Acual,, LG. Se ove Springfield State Hospital. 7a8e5 


wa 


maar “Agustin del Campos YD) 


TION (Gijy, town, ar county} 


A, O 


2a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


page 11158 (bts he panerh 


in 24 hours after deoth: Page 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


od 


led in by the funeral directar, 
1 and 2 shauld be filed with 


© 


7 


i 
‘s 
¢ 
E 
o 
g 
£ 
= 
A 
13 
S 
: 
3 
> 
z 
3S 
s 
a 
2g 
5 
$ 
3 
E 
= 
6 


Then please remave carban papers. 


ate has been signed by the attending physician and complet 


e burial-transit permit. 


attending physician. 


s 


|, crematian, 


page 3 shauld be detached far us: 


moy be retained by the haspital 
TO FUNERAL DIRECTOR: After this 
the registrar prior ta burial, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
7812 CERTIFICATE OF DEATH 07808 


Reg. Dist. No. 
1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. IF insitotion: Residence before admission) 
°. °. b. COUNT, 
Carroll MARYLAND Maryland Sarroll 
b, CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neares! town) 
amber Life x Gamber 
dad bs fee eet? (If not in hospital, give street address) d. STREET ADDRESS e. Bert rene 
RD. Finksburg Ys 0] NO fg 
3. NAME OF Fi Middle 4. DATE XK ve 
Ses. First iddle lout pA Month Day feat 
Wr Sieg GEORGE Me BROTHERS oe JULY 28 195 
5. SEX 6. COLOR OR RACE /7. MARRIED [] NEVER MARRIED [[] | & DATE OF BIRTH AGE poaece TF UNDER 24 HRS. 
= ipIhday) Days Min, 
0 & white _|wirowe & Divorceo (] =20-1872 gs 6 y (ess Mie aia! 
10a. USUAL OCCUPATION (Give kind of work done] !0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dyring most of working life. even if relired} 
farmer--retire own Maryland U.S. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Thomas Brothers Katherine Poole 
1S, WAS DECEASED EVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY NO. ]17. INFORMANT Address 
(o1, no, oF unknown) (IE yes, give wor or dotes of tervice) 
no mone John L. Brothers, Same 
18, CAUSE OF DEATH [Enter only one cou: line for (a), (O ype (] [INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY; Vl YZ. p 
IMMEDIATE CAUSE (0} a 4 ecuVin [Ce z CO ot. 0-0 
: DUETO . . - 7 
Conditions, if ony, which o & MAL ALLL: A VEG 6 Ka y, 


gove rise to immediate 


"ae 

cause (a), stoting the under. ( DUE TO V2 4 | A Ly CA —_ 

ying et: te ; ge ECHL, A Pe) TE, 
<A Se oe en a ee ee Se 


rd Part Ht, OTHER SIGNIFICANT CONDITIONS CONTRIBUNNG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0)]19. WAS Al ii oe 

= 7 
ts ves) NO} 

= | 200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port 1 or Part Il of item 18.) 

& | OR CONTRIBUTING C] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

as 

& ]20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
a Hour a. n. While Not while factory, street, office bldg., et i 

= p.m. 19 Jat work [1] at work WA A aed 


f] 


} g 
fie SPEIG“ZaR 


PHYSICIAN'S 


Noo Pela Aue ato ie ae ee eee 6 Eee ee 
72a. BURIAL, CREMATION, | 2b. DATE THEREOF | Z2c. NAME OF CEMETERY QRSEHEMATORD | 72d. LOCATION (City. town, or county) (State) 
REAL” {7-31-1958 Providence Gamber, Md. 
123, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ha. REC'D BY REGISTRAR | 24b/REGISTRAR'S SIGNATUI 
C. M. WALTZ, Winfield, Md. pare DUEL 3 0758 Oye 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7813 CERTIFICATE OF DEATH voy SUH 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


ge 4 


. PLACE OF DEATH 


. COUNTY }. STA’ 
r ‘ Carroll mariano | °'Eeryland b.counv’ "Kent Gey 
b. CITY OR TOWN {If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside carporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town) V 
Henryton 1_day Chestertown LG Ohe 


d. NAME OF HOSPITAL {If not in haspital, give street address) 


oe Hen ton State Hospital 


d. STREET ADDRESS. 1 Mies 3 
108 College Avenue eS BK) NOT] 


jed in by the funerol directar, 
es 1 and 2 should be filed with 


as er ak First Middle Last Month Doy Yeor 
DAEO eed eh Samuel Brown Jul 1, 1958 
e 5, SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED QM |® DATE OF BIRTH 9. AGE {In year IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ost burthdey a 
Negro _|wirownO —oworceot | July 19, 1895 62 yn. os 


10a. USUAL OCCUPATION (Give kind af work done 
during most af working life, even if retired) 


Farmer 


43. FATHER'S NAME 


Standon Brown 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


Titoatey castetey  tineatghee we oraase ar wrdcn 
No | unknown 


T0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 


Uniontown, Pa. 
14. MOTHER'S MAIDEN NAME 


Hattie Johnson 


—— 
17. INFORMANT Address 


Samuel Brown - Patient 


12. CITIZEN OF WHAT COUNTRY? 


U. 5S. A. 


rs after death. 


V8. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b). and (c)-] 


23] ye MME RES Cardiovascular insufficiency 
bagi DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carban popers. 


icate has been signed by the attending physician and complet 


a 
£ 
: 
e. 
2 
3 
as Conditions, if aay, which » Far advanced tumor of the right lun 
tt 
Eo gave rise to immediate 
gs couse {o), stoting the under- { OUE TO 
e2 lying couse lout. to__Pneumonitis of the right lung 
i S 2 rs Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop} 19. ie 
REG 2 CONTRIBUTING TO DEATH! ut 
$353 < Yes) no] 
oeRs = [200. ACCIDENT WAS UNDERLYING [)__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port lar Por! Il af item 18.) 
ES ‘a & | OR CONTRIBUTING [1 CAUSE OF DEATH 
e 4 ° U [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
SS & }2%c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
S|. Maur com: While Not white factory. street, office bldg., etc.) ! 
= p.m. 19 lat work [J ot wark [J H 
21. 1 certify that | attended the deceased from_stuly 1 _..___ , 19.58, 10___ duly 1___... 19.58. that 1 tost sow the deceosed 
olive an_@! it Lge , and thot deoth accurred 921 Sau, fram the couses and on the dote stated obove. 
ADORESS (Street, city ar town, state) DATE SIGNED 
AcTUAL Mt Ween Cow cA 4) 
Sonatuee EE? S/o Hopryten, Maryland | 7. /1/5' aim 


724. KOCATION [Cily, tawn, or caunly) 

j hi 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS = 2do. REC'D BY REGISTRAR 
gdlbie COWL War tebe A DATESUL 3 3 


{State) 


may be retained by the hospita 
page 3 should be detoched far u: 
the registrar prior to buriol, crem 


TO FUNERAL DIRECTOR: After tl 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires tha! the death certificote be executed within 24 hours after death: Pai 


4b, REGISTRARS SIGATORE 
VS AIS (4) py ety ae 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07810 
qSi CERTIFICATE OF DEATH 


a 


Reg. Dist. No. 


. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dec ia d lived. If institution: Residence before odmission) 
° o @. b. COUNTY wf 
MARYLAND 1 
M Af) A2/ CA: J 
(If outside carporote limits, write | ¢. LENGTH OF STAY IN Ib BWN ‘(IF outsidy’Zarporole limits, write RURAL and give nearest town) 
neores! town) QD VW, L? 
LA CSTALA 


e. IS RESIDENCE 
ON A FARM? 


ves} No 


[3 j STREET y, eS 
3 Bee abeS A p, First Middle lost Month Doy Yeor 
(ype ot print) LE os ye ARTE: k Sear fe 
* ped, y) 


d in by the funeral director, 
1 and 2 shauld be filed 


WS 


5. SEX 6. “COLOR OR RACE |7. MARRIED [] Sih 8. DATE OF BIRTH 


® 


FL L<¢) __|weewro)  pwoscro 
ag AL SUCUPATION (Give kind of wark done] 10b. KJND OF BUSINESS OR INDUSTRY] 11. BIpTHPLACE EG, or 
: ‘mont af working life, even if retired) PP, oP y, 
7. ( 4 SLA ——f LL g 
7 - 13. FATHER’ AMI 14. MOTHER'S MAI ——- 
3 —~___ 1. PRTRER'S Name > Ei ER’S MAIDEN NAME Wy. 
2 ] 0 LV L120 £ ILA G, 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. y INFORMANT OY 7 jress 
Tee weancte) iat pei ia Diba stlearredll > ae eR eee 
4 Zz FYLLUL LLG Mr 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: Co porn} wh tom Bos ONSET AND DEATH 


IMMEDIATE CAUSE (0 z 
4 s) DUE TO fl vs J 
Conditions, if any, which ow Me feorre $c ia dees Lak) dcp Ao Emi, ig 


gove rise to immediote 


wagon ™ tel By onchin) pwevme Nia fon. i 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)|19. MASAUTORSY 
; et aa. eae ERFORME 
YY ? * ves(] not] 
200. ACCIDENT WAS UNDERLYING [)___ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il af item 18.) 
OR CONTRISUTING [] CAUSE OF DEATH 
(F EITHER, NOTIFY MEDICAL EXAMINER) 
STE 
20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour oe. m. While Not wile factory, street, office bldg., et 7 
p.m. W fot wark [FJ ot work [J 


21. | certify that | ajtended the deceased fram__(( ela _ 196 B, To) we) 182 thai lltest saw thetaseeered 
alive on Bb Yee w9F__, and that death accurred ot L100 Am! fram the causes and an the date stated abave. 


ESS (Street, city or town, state) DATE SIGNED 
ACTUAL oY ei ar. A e Mall 
SIGNATURE MO. e822 ee y-ythe.. 29 its AX 


PHYSICIAN'S 
he ee Sa ee ee ee Re ee 


RIAL, CREMATION, | 22b. WE EREOF Tic. NAME,OF CEMETERY OR CREMATORY 7] town, or count (State) 
aS Erecitn 4 L “ yy 
dees 2 v A a CLL 4 fs CL Li hid 


23. FUNERAL DIRECTOR'S SIGN@TURE ADDRESS ‘240. REC'D BY fs AR a Chit 'S SIGNATUM 


‘ 2 i 
ae ZZ TZ i a) oon ST 8 | OE 


Then please remove carban papers. 


-transit permit. 


Jcate has been signed by the attending physician and camplet 


the burial: 


MEDICAL CERTIFICATION 


page 3 shauld be detached far x 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 


may be retained by the hospital ar gttending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tha! the death certificate be executed within 24 haurs after death: Page 4 
TO FUNERAL DIRECTOR: After th 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U q 8 1 i 
7815 CERTIFICATE OF DEATH 


oll 


Bs Reg. Dist. No. 

3 dee ™ W Gea DEATH 2 wal RESIDENCE (Where deceased lived. If institution: Residence before admission) 

$ °. a. b. COUNTY, 

aE 5 Cattell MARYLAND LL CALI CK 

3 } b. CITY OR TOWN (If ou © LENGTH OF STAY IN Ib \j| Kc. CITY OR TOWN {IF outsidgxorporote limits, write RURAL ond give nearest town) 
sR BURAL ond gi sown) y 4 y ws é 

23 Yate - <f7 tte ectal- telah, 

eg d. NAME OF HOSPITAL (Ifot in hospital, give street oddress) d. STREET ADDRESS V4 e. IS RESIDENCE 
£<e _ 

=o OR INSTITUTION = 7 ‘ON A FARM? 
ra ) i Yes BY No 
PS 5 3. NAME OF First Middle lost 4. DATE Year 


fee DEW TOW 


® 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (6). ond (€).] ze 7 INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: ny Lawst fiagae 
IMMEDIATE CAUSE (o] Qatirerclhearttee aR 
DUE TO 


foe ip which ow Lleacrer  — dete pC tasbil. ru 


gove rise ta immediote e 
couse (a), stating the under. ( OVE TO 
tying couse lost. © ms) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTORSY 
Mi 
ves(j} NOT] 


‘2a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


NN 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY tHome, form, ; 20f. (City or town} (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) : 
Pom. 19 lot work [1] ot work : 


21. | certify that, attended the deceased fram Cast oe) V9 2 2 Moa a ieierets oo oe, 19. £ that | lost saw the deceased 
olive an, ae ws, and that death accurred at_ 2/40, fram the causes and on the date stated above. 


> ADORESS {Sireet, city or m. stote) ATE SIGNED 


5, SEX 4. COLOR OR RACE ]7. MARRIED [RY NEVER MARRIED [} [DATE OF BIRTH or 
2 joy) 
2s Ws Meg wivowen [} Divorced [] h 26, LEE 1. ya. 
as <2 
€ 2 Va. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INOUST! #1, BIRTHPLACE (Stote of Foreign country) V2. CITIZEN OF WHAT COUNTRY? 
ge during most of working life, even if retired) } y 
Bes a LD Ze LLite = Lt 
o ~ - 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
So 
ge — Dente! Yk Betatd 
ge ma = 
33 1S, WAS DECEASED EVER IN U, S, ARMED FORCES? [16, SOCIAL SECURITY NO. ‘Address 
a 5 Tes. no. oF unknowtp AIF yes, give wor or dotes of service) 4 1) med a “4 “ys 
et Z = : cred (Yruthn. Kade, K 
& 
a 
§ 
s 
= 


that the death certificate be executed within 24 hours ofter death’ Page 4 


-transit permit. 


the registror prior to burial, cremation, or remaval, and in any event within 72 hours after death. 
oO 


ires 


ion. 
cote has been signed by the attend: 


tal or e: 


page 3 should be detached for use! 


The low requ 
hysici 


ing pl 


the burial 


MEDICAL CERTIFICATION 


TO FUNERAL DIRECTOR: After this 


ACTUAL 
SIGNATUR! 


™—™ 


PHYSICIAN'S 
NAME (Type) / 77 (AZ 


town, or coynty) (Stote) 
tpl} wf 


LL ; 
"Leadon 
REMOVAL (Sperify) ‘4 
Deetvte 2-97-58 | ofetcteend ' df 
23. FUNER OJRECTOR'S SIGNATU! . g DRESS r ‘24a. REC'D BY REGISTR: DbAREGISTRAE'S SIGNATURI 
VS AIS (4) SA) fee 9 Go teclle» ¢ JUL 9 *S0 Yj <A EBaeh 
(22 é i Z DATE 


15M 10/57 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be retained by the hosp’ 


MARYLAND eK DEPARTMENT OF HEALTH—BALTIMORE, 18 


a1 CERTIFICATE OF DEATH noo 0819 
it, i bed RESIDENCE (Where deceased lived. If institution: Residence before admission) 


yi Z AL b. COUNTY a) A rp Vea. 


cod 


1, PLACE OF DEATH 


o. COUNT i? 2 Dileks MARYLAND 


b. City pon TN TOWN (If outside src limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give neores! town) 


JEARS \|y /Sjeyv Mm 


|. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS 


lida RAL 


3. NAME OF First Middle Lost 4. DATE —— Month Doy 


Yeor 
DECEASED | or d, 
Reon AME LM ¢, GRABBS| tam 4s yf wage 
5. SEX &. COLOR OF RACE ]7. MARRIED [-] NEVER MARRIED L] |®. OATE OF eIRTH 9. AGE (ln yeors [IELNOER YEAR] IF UNDER 24 HS 
As iy Month: 
J LY, A VALIL) Tower ~ —oworcen eT”, j- Z SS him ge Hae 3 


“ ‘Oa. Meliets OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or ae country) V2. CATIZ! F WI COUNTRY? 


ued eg MEE} if ER P 2 Z . 


‘3. FATHER'S NAME 


e. IS RESIDENCE 
ON A FARM? 


NO [J 


Cc 
In 
RS 
I~ 


24 hours after deoth: Poge 4 
din by the funerol director, 
land 2 should be filed with 


® 


achon popers. 


/ OWA 0? t= +-L4 4 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. 
{er 70. 9 eptnown) 4 {IF yen. give sop or golem of vorice) 


INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (0), 
+ e 


, Ao DUE TC 
Conditions, if ony, which w47 


gove rise ta immediote 
couse (a), stoting the under. ( DUE TO 
lying couse lost. te) 


Then please remove 


x 


cate hos been signed by the attending physician ond complete! 


he burial-transit permit. 


the registrar prior to buriol, cremotion, or removol, and in ony event within 72 ho 


r¢ 
co] 
= ra Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
FS 5 
ce S yes(] not 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part tar Port Il af item 18.) 
sg & | OR CONTRIBUTING [J CAUSE OF DEATH 
Hy © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
. & [2%0c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, a eS {City oF town) (County) (State) 
; = Hour 0. m. While Not while foctory, strect, office bldg., etc. 
= val m. jot work [J at work [7] et 
L163 ey 
21.1 cert! i vA ended deceased hie n Bef = ALD <n f-of--}. 19-»L.,th@} | last saw the deceased 
alive on___je =f a ---L)/and that death accurred to“ 20. ,frofn the causes and“an the date stated abave. 


a) A ADDRESS (Street, city in, state) - Q\DATE SIGNED. 


em sed Ws 4 Lyf M.D. --ty El he eas ILIA EY. 
i J i ESSLE PMD. | 
ic. NAME OF CEMETERY OR CREMATORY ,. Zg-LOCATION (City, town, or (stave) 

FA {si MOK Of /4 ARIZL {O [7] D 
Roe DDRESS , Aa Db fo. REC'D BY REGISTRAR | 24b. REGISJRAR'S SIGNATURE 
seus (OOS 7 eno LMébeows is plas 


7 


moy be retained by the hospitol oi 


TO FUNERAL DIRECTOR: After this 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed wi 
poge 3 should be detached for use! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death’ Page 4 


led in by the funeral 
s 1 and 2 should be 


® 


Then pleose remove carbon papers. 


ed by the offending physicicn and complet: 


ign: 
transit permit. 


the registrar priar to buriol, cremation, or removal, ond in ony event wil 


ian. 


ficote hos been si 


the burial: 


tal argettending physic 


i 
After thi 


may be retoined by the hospi 


TO FUNERAL DIRECTOR 


page 3 should be detoched for ust 


in 72 hours ofter deoth. 


VS A15 (4} 
15M 10/57 


jamat 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7817 CERTIFICATE OF DEATH ag ow (OLS 


2. ey, Paes (Where deceased lived. if institution: Residence before odmission) 


». county Baltimore City 311 


CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


d. STREET ADDRESS 


L17 Wabash Avenue 


1, PLACE ta! 


° county Carroll MARYLAND 


b. cee TOWN (If outside Sere limits, write c. LENGTH OF STAY IN Ib 
and give nearest tawn| 
Sykeseiiic 29 yrs,5 days 


d. NAME OF HOSPITAL (IF not in hospital, give street oddress) 


Springfield State Hospital. 


t ! 
e. IS RESIOENCE 


ON A FAR 
yes (} NO 


3. Ae First Middle Lost 4. eee Month y ‘ear 
A Virginia © Sherwood Demita, |" Sin 7 6 1, 38 


8. DATE OF BIRTH 9. AGE (In years 


5. SEX 6. COLOR OR RACE |7. MARRIED RE] NEVER MARRIED [] sh 
Female White wivowen EF] ~—ovorceo] | 11829 82 We a 


Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) DOFKL 
Housewife Maryland. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John R,Sherwood Isabel Miller 
1$. WAS DECEASEDEVER IN U. S$. ARMED FORCES? 116, SOCIAL SECURITY NO. |17. INFORMANT Address 


%, 4 or untncwen) {It yen, give wor oF dates of service) Yak. iy Hospital records. 


16. CAUSE OF DEATH [Enter anly one couse per line for {o}, (b}, ond teh] 


PART |. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSEZ{a} 


12. CITIZEN OF WHAT COUNTRY? 


UsSeAe 


INTERVAL BETWEEN 
ONSET AND DEATH 


A 


YY ‘ not DUE TO 
Canditians, if any, which © 


gove tise to immediote 
couse (o}, stating the under. (DUE TO 
lying couse lost, Sara 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} | 19. We AUTOPSY 


ERFORMED? 
ves(] nol] 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING 1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 
}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
Hour 0. m, While Not while foctory, street, office bldg., etc.) ! 
pem. WF fot work [] at work [J i 


21. U certify that! attended the cecepey from.__{"___9 a, 1 bre 19.22 that | last sow the deceased 
olive on_. = 6 ----, 122 2_-.._, and that death occurred ot “30 20" Fa, from the c 


‘causes and on the date stated abave. 
WN Oe : 
stl C4 Le Cnn, 


Springfield State Hospital,  7=6=58" 
PHYSICIAN'S 


NAME (Type} 


220. BURIAL, ae hea) ‘Wb. DATE THEREOF O 
REMOVAL (Spgcify) 3 
LLcetia a 
pe ~ 


MEDICAL CERTIFICATION, 


in 24 haurs after death. Page4 


9 


= 
Bs] 
2 
3 
3 
° 
x 
o 
° 
a 
‘3 
3 
og 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death ce: 


led in by the funeral director, ™ 
s Vand 2 shauld be filed with 


death. 
\ 


feet 


Then pleose remove corbon popers. 


in any event within 72 hours 


licote hos been signed by the attending physician ond complet: 


he buriol-transit permit. 


tending physicion. 


6 


poge 3 should be detoched for us 
the registror prior to buriol, cremation, or removal, on: 


moy be retained by the hospital or 
TO FUNERAL DIRECTOR: After this 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7818 CERTIFICATE OF DEATH neg. vin ECOL 


2, USUAL RESIDENCE (Where deceased lived. If institution Residence before admission) 
2. A, b. COUNTY 
MALE L EE 


c. CITY OR TOWNAIF outside corpaflate limits, write RURAL and give nearest town) 


H 1. PLACE OF DEAT 
. COUNTY 


Aad MARYLAND 
b. ee OR TOWNAIF outside corporate limits, write 


¢. LENGTH OF STAY IN 1b 
Perel givg/ nearest town) ° 9 
Raed all AE ALASNAAVOF 
d. STREET ADDRESS. e. AG 
Route 2 ves ONO 


3. Nee Ss First 2 Middle 
{ype or Bx) Vilas LORS Col/ 
S. SEX 6. aie. RACE MARRIED [] NEVER Ape b in B. DATE OF BIRTH 9. AGE {In year 


fast birthagy) 
feel A) winoweo P94 oivorceo [] SESE. _gF" 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. B{RJHPLACE (Sfate or faretgn country 


during most of working life, evpn if retired) 


4. DATE Month Doy Yeor 


sf — es 


WF UNDER 1 YEAR) IF UNDER 24 HRS. 
Min 


42. CITIZEN OF WHAT COUNTRY? 


LLO USC Ale . 
13. FATHER'S NAME 14, MOTHER'S MAI! 
phrich {P0Y/an- ow corey. 
1S.AWAS DECEASED EVER IN. uU. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT , ‘ Address 
(Yan, no, of unknown} IIt yer, give wor or dates of rervice) . e 
4e $12-12-6852 | “Yar 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b). and (cj 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


DUE TO 
Conditions, if any, which 1 
gove rise to immediote 
cote (a), stating the under- ( OVE TO 
lying couse last. ©. 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUT)«t, TO DEATH BUT NOT RELATED TO yin DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
El 
Lo yo pl Ad» a acsse i. ws ONO 


200. ACCIDENT WAS UNDERLYI 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Port | ate Part I] of item 1B.) 
OR CONTRIBUTING DEATH 


(IF EITHER, NOTIEY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY |Home, form, | 20f, (Cily or town) (County) (Stote) 
Hour a.m. While Not white factaty, street, office bidg., ete.) | 
pm, ot werk POF work “TT H — —__—— 


hat J attended the ars ¢ from. > (fla: ne, to. ‘LLY, 2f., i$ Athat | last saw the deceased 
res fo inhi pe ., a --, and oe death occurred her , from the causes and on the date stated above. 


ACTUAL Pee MO. .. a be a, pied Be, bass 
eee iL 2 Lates/ EAD _/ tla LY 


eer [ty See an 4 piey “Ga tnedra motor} TEL SBS mei? yla ylané™) 


23. FUNERAL DIRECTOR'S SIGNATURE ADORES: ‘da. REC'D BY REGISTRAR ‘2d, REGISTRARS SIGHATYRE 
John A. Moran-3000 E. Ba TEimor e Street pate JUL 2 3 '58 


MEDICAL CERTIFICATION, 


'O HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


may be retained by the haspi 
TO FUNERAL DIRECTOR: After th 


il 


ding physician. 
icate has been signed by the attending physician and comple! 


‘the burial-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7819 CERTIFICATE OF DEATH 


= 


07815 


Er Reg. Dist. No. 
3 = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 

ec °. °. b. COUNTY 
52 Carroll Be SBI Maryland Carroll 
Be b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

53 

5 RURAL ond give ate town) 
22 Rural - Sykesville 2yre -Loday Rural - Winfield 
of 2 4 d. NAME OF HOSPITAL (If not in hospital, give street address) “a Saraeer ADDR! e. IS RESIDENCE 
£5 OR INSTITUTION 8, Lo dbs ON A FARM? 
BS Springfield State Hospital ie 8 (aks) y ans ves & vo [] 
ie 5 3. NAME OF Fiest Middle 4. DATE Doy Yeor 
os {Type or print) George Otho FLEMING DEATH Sal ist 19 58 


6. COLOR OR RACE 


® 


8. DATE OF BIRTH 9. AGE (In years {IF UNDER | YEAR] IF UNDER 24 HRS. 


May 6, 1882 ye i eal Ho Min. 


7. MARRIED [} NEVER MARRIED [_] 
wioowed [J] Divorced [FE 


ue 1a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ge during most of working life, even if retired) 

§ 3 = esota United States 

ad 5 — 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

AS 

°y Sanuel Fleming Ada Anizis 

e T IE AE eee con 16. SOCIAL SECURITY NO. | 17. INFORMANT Address Sykesville, Md. 
= no --- unknown Records of Springfield State Hospital 

§ 18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond {c}-] INTERVAL SETWEEN 
ze PART |. DEATH WAS CAUSED BY: peamel2U eae 

= IMMEDIATE CAUSE (0) arcinona of the cecum, with metastases to the onths 

= 4S 310 outto liver (recurrent 


Conditions, if ony, which ics 

gove rise to immediate 

couse (o}, stoting the under. ( OVE TO 

lying couse lost. ——- 
YQ} Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wop] 19. eee a 

Manic depressive reaction, depressed type. Yes @ not 
200. ACCIDENT WAS UNDERLYING ay 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
EATH 


‘OR CONTRIBUTING C1 CAUSE OF DI 
(If EITHER, NOTIFY MEDICAL EXAMINER) 


eaeeeal 
oe. TIME OF INJURY “Month, D5y, "Yeor [bd JURY OCCURRED [20e, PACE OF INJURY (Home, form, 120. (City er town) (County) (State) 
Hour 0. m. While Not while Wey eiesehr Sana: 2A 
pa 19 fot wortefSfrut work [J — ——— 


21. I certify thot | ottended the deceased from__Decs 13______ , 19.56, tosune. 30 , 19.58 thot | last sow the deceased 
olive a aiiZ, 12_58 __, ond thot deoth occurred oti QOA_M, from the causes ond on the date stoted above. 
ACTUAL 

SIGNATURI 


f ADDRESS (Street, city or town, stote) DATE SIGNED 
o. Springfield State Hospital _____7-1-98 _. 

NaNc(yes_Walter Knopp, M.D.‘ Ss Sykesville, Maryland 
URIA ‘2b. DATE THEREOF “ATION (City, tawn, przounty) Stote) / 
oie) (7-3 [758 eaten ia) tall Co. 7. 


¥ 23. FUNERAL DIRECTOR'S SIGNATURE ADORESS ‘2da. REC'D BY REGISTRAR | 2: EGISTRAR’S SIGNATURE 


cae JUL 3 "58 Th Rb on 


MEDICAL CERTIFICATION: 


page 3 shauld be detached for ‘6 
the registrar prior to burial, cremotian, or removel, and in any event within 72 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


1 


led in by the funeral director, 


s 1 and 2 should be filed with 


©® 


jan and comple 


ed by the ottending phys 


ign 
ial-transit permit. 


the registrar priar ta burial, cremation, ar remaval, and in any event wit! 


tending physician. 
icote hos been s 


® 


may be retained by the hospital ar, 


TO FUNERAL DIRECTOR: After thi 


Then please remave carbon papers. 


the buri 


page 3 shauld be detached for u: 


VS A15 (4) 
15M 10/57 


MARYLAND STATE OE ARES OF * HEALTH—BALTIMORE, 18 


tem 


- 7320 CF RTIFICATE C OF DEATH. 


7816 


Reg. Dist. No. 


7. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odminion) 
9, COUNTY 3S b. COUNTY 


Varroll ary land 


b. CITY OR TOWN (IF outside corporote limits, wrile | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IF outside corporote li 
RURAL ond give neares! town) 


write RURAL and give neorest town) 


a. NAME OF HOSPITAL {if not in hospitol, give street address) z / J. STREET ABORT Glover Nursing Home |* is RESIDENCE 
Fi — S. A FARM’ 
/ J bbtdd/ Khb, (Carroll 25.5 ves NOG 
3 DECEASED. Fins Middle lost Month Day Yeor 
{Type or print) 7 19 
3. SEX COLOR OR RACE |7. MARRIED] NEVER MARRIED ["] |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS 


lost birthdoy) 
ys. 


Male White WIDOWED F]—_DIVORCED oO Tok: 49 


12, CITIZEN OF WHAT COUNTRY? 


me 100, USUAL OCCUPATION (Give kind of work dene[]0b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (State or foreign country) 

3 during most of working life, even if relired) 

vv, 

5 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

$ 

¢ Peter Unknown 

3 15. WAS DECEASED EVER IN U. S$. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
3 Tes. ne, oF unknown) {it yes, give wor or dates of serice} 

g nin unkn ori nef ield R Re 8 
¢ 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond {c).] INTERVAL BeTw 
ATH 


PART |. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSE (o)___Bronchopneumonia 
491 xX DORI 
Conditions, if ony, which ) 
to immediote 
DUE TO 


joting the ynder- 
lying couse lost. te) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mf) } 19, tee AUTOPSY 
CBS,assoc, with cerebral arteriosclerobis,with psychotic reaction ver UNE 
200. ACCIDENT WAS_UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Part I of item 1B.) 


OR CONTRIBUTING () CAUSE OF DEATH 
{tf EITHER, NOTIFY MEDICAL EXAMINER) 


we ye 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {State) 
Hour o.m. White Nal while foctory, street, office bldg., etc. a 4 
pom. 19 Jot work [J ot work = [] 


21. I certify thot | attended the deceased from. T= 20 = 19._5°7, ta. , 1958__,that | last sow the deceased 


Tn D5m 8, WD. and that death occurred ot. '7______PM, fram the causes and on the dote stated obave. 
ADORESS (Street, city or town, stote) DATE SIGNED 


. Springfield State Hospital... Ta2b58. 
PHYSICIAN'S 


NAME (Type| Edmine 4 D y 


MEDICAL CERTIFICATION 


alive on_. 


ACTUAL 
SIGNATURE 


tat hi Bog 148" YS 
Tc. NAME OF CEMETERY OR CheNATORY 22d, LOCATION (City, town, ar caunty) (Stote) 
ww 


o 
J- FP 2 


id 
2a. mee BY re oar el ey S SIGNATORE 
1 
pareVUL 3 0 58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () q 8 t 7 
&  wo64 CERTIFICATE OF DEATH ae 


1, 
‘ci 0. COUNTY Carroll Maken 


mond 


7 cs 
3 53 /~fieiace or peatn Sag eo el Mere eG EE SE Sh Sc) 
o. . COUNTY 

«= 38 Marylend Balto.City 
£3 r bag MORTON caine Esbereie limits, write [¢, LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town] 
oe URAL give negrest lown| Be 
3% $2 Sykebvilie Smos. 26days Baltimore 3 uf 
= 22 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e IS ees 
ee ee) / t OR JNSTITPTION. 8 ON A FARM’ 
2 ae Springfield State Hospital 1558 Abbottston St.,Zone 18, | sO noce 
5 
2 £6 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
a 35 ite scerinn Anna Mae Stabler Forrester DEATH July 2, 1958 
= q F UNDER | YEAR| iF UNDER 24 HRS. 
S e 5. SEX 6 COLOR OR RACE |7. MARRIED [J NEVER MARRIED [-] | 6. DATE OF BIRTH 9. AGE (In years [I 
= . ” lost birthday) [Months] Doys | Hours Min. 
2 aRR, Female White |wioowen%} —ovorceo | April 1 LIBE B Boys. 
3 & a 10a. USUAL OCCUPATION {Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign county) 12, CITIZEN OF WHAT COUNTRY? 
z Bee during most of working life, even if retired) 
S ves Housewife - Maryland U,S.Ae 
= 2 3 s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

ese 
Bo eS John Stabler Artilda - 
o Ler 
st = 2 3 15. WAS DECEASED EVER IN U. S. stints Mpc as 16. SOCIAL SECURITY NO. 117. INFORMANT Address 
= GEs {Yet no, oF unknown) Ut yes, give wor or doten of service} 
8 oth No - - Springfield Hospital Records 
Lee 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b) ond (el-] INTERVAL BETWEEN 
7 = oy PART |. DEATH WAS CAUSED BY: 
e Ogre IMMEDIATE CAUSE (0). 
= 2 $5 7 

= oee / LLY DUE TO 
bt Spe v 
ge es Conditions, if ony, which ib) 
3 BES gove rise to immediote =a 
3 baE couse (o}, stoting the under: (OU 
ge ase lying couse lost. (ed. 9 
312 8 5 % z if 1, OTHER SIGNIFICANT CONDITIONS CONTRIQUTING,TO DEATH BUT Ni LATED TO THE TEI IAL DISEASE IDITION GIVEN IN PART I{o)/ 19. WAS AUTOPS' 
SESEs Slo, B.S assocewith seniie brain disease Wi psy’ otde Treactiole Note 
gases ’ 1S [Inte ochanteric f) re ght_hip : : 
é ot 5 § & [ 200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 1B.) 
$552 ° & | OR CONTRIBUTING LI CAUSE OF DEATH 
a eoes & |r EITHER, NOTIFY MEDICAL EXAMINER) 
g ¢$ q 3 [0c TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY sees ca 1 20F. (City oF town) {County) {Stote) 
> 3 6 Hour 0. m. Whit Not whil ry, street, office bldg., etc.) ! 
= > e = pom. Sawer Oo ees stl 1 

=e e 
gees 21. | certify that | attended the deceased fram January 65,1958, toduly. 25... , 1958 that | last saw the deceased 
Z3eRe 
= £ = £ "3 alive an__. July 1, ie Lt and that death occurred at_123052q, fram the causes and an the date stated abave. 
#4632 9 z ADORESS (Street, city or town, stote) DATE SIGNED 
s 2g 3 5 SENATURE as. Neveise 
xyes’ 14, 
Ocara a 
22335 4 rersicians Edmund Lusthaus, M.D. Sykesville, Maryland 
a Cee Ne a en Se 
= ae ew 
ad 3 Sle EMATION, | 22b. DATE THEREOF OF CEMETERY. OR CREMATORY Td. LOCATION (City, 1g vay county} (Stote) 

~SS* (Specify) as 
SB os ae Ke LPIA GAEL LEAL 
depts DIRECTOR'S $i 7 URE ye L ADDRESS L / Pao, REC'D BY REGISTRAR. | 24b, REGISTRAR'S SIGNATURE 
VS A15 (4) ee y ae ae y p Dat 159 (ps: i 
15M 10/57 AML. 8 ‘ da: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH sep, vue O18 


oral 


st 
23 1, PLACE Of DEATH 2. USUAL RESIDENCE (Where deceated lived. If intitution: Residence before admission) 
& 2 . COUNTY JMARYLAND. b. COUNTY 3 
SE : aryland Garrett 
By b. CITY OR TOWN (If outside corporate limits, write ¢. CITY OR TOWN [IF outside corporote limits, write RURAL ond give neorest town} 
5 RURAL ond give nearest town) 
Zz 
23 Y eonth 21 days Qakland Ma, pA 
ne _ |e NAME OF HOSPITAL {IF not in Rowpital, give Weel oddrers) <d. STREET ADDRESS, e. IS RESIDENCE 
=e OR INSTITUTION ON A FARM? 
« 
25 / 09 Second Street ves) No (ie 
ect 7 
= 3. NAME OF First Middl 4. DATE Ye 
=8 eas irs idle Lost DA eor 
zs {Type of print} = - DEATH 19 58 


9. AGE (in years 


gyn 


UNDER 24 HRS. 
Doys | Hous] M 


® 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] |8. DATE OF BIRTH 
Male White [wow gy —_divorceo (] 3-17-78 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 
during mast of warking life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


/ arpente Wood working ‘land U.S.4. 
( I i FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Han on Frazee Mary Susan White 


Lee ae aera IN U, S. ARMED FORCES? Bae SBAu6“O7BdA INFORMANT Address 
t (yes. pve wor or dotes of service) 
nlo i ringt ted Hospital Records 


18. CAUSE OF DEATH [Enter anly ane couse per line for (0). (b). ond (c). ] INTERVAL BETWEEN 


that the death certificate be executed within 24 haurs after death: Page & 
Then please remave carbon papers. 


icate has been signed by the attending physician and cample' 


€ 

8 

7 

s 

] 

5 

2 

0 

iN 

= 

zi 

“3 ONSET,AND DEATH 

: PART |. DEATH WAS CAUSED 8Y: 

ie iMuesiatt cause (o____Bronchopneumonia days 

$ d wi 1x DUE TO 

meus Conditions, if any, which ) 

3 Eo gave rise ta immediote 
= a5 couse (a), stating the under- DUE TO 
‘fs § pas lying couse lost. (2. 
35 965° rs Past Il. OTHER SIGNIFICANT CERO TIONS SOMTEIBUTING £0 DEAIy BUT NOT REI with "Bs ere ILDIGE ASE CONDITION (GIVEN IN PART fof] 19) Was AUTORSY 
aD =| ©.B.S. assoc, with se r sease, e reac PEREQRMED 
ehBSS S yes ( NO 
Eo BM & | 200. ACCIDENT WAS UNDERLYING CJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
2s = & | OR CONTRIBUTING CT CAUSE OF DEATH 
Seges8 & | (IF ETHER, NOTIFY MEDICAL EXAMINER) 

s z ee 
25 & & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120. (City oF town) (County) (Stote} 
es 5 5: Hour 0. m. While Not while factory, street, office bldg., etc.) 
zs se Fd p.m. 19 Jot work [[] ot work [] H 
oases ‘ 

z $2 Pes 21. | certify that | attended the deceased from.____ 5-13- , 1998_, to. 2. 18 sthat | last saw the deceased 
Pat Bd 
os ee 5 alive on_____ "Jaohe 1. S_., and that death accurred at.2$20 AM, fram the causes and on the dote stated abave. 
E = ° 3 4 > ADDRESS (Street. city or town, state} DATE SIGNED 
43500 ACTUAL 
aye 85 SIGNATURE mo. Springfield State Hospit: : 
£626 / 
28a35 PHYSICIAN'S 
eget NAME (Tyee)__Edmund Lusthaus M.D. ______ Sykesville, Maryland, 
Sob mm 
BBZ° OD ie. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Yet onc any aS CREMATORY 22d. LOCATION (City, town, of county) (tore) 
re) ef if 
2328; Barter” "A w/t /968 Ga metery Oaklend, Md. 
oO >> 
eS agh'ss = ature) 7) ADDRESS R REGISIRAR | 24b. KEQISTRAR/S SIGNATORE 
r : s Oakland, Md.|™ "GULP Mss] (6 es ey 
VS A15 (4) A 2 DATE 
15M 10/57 7 


The law requires thot the death certificote be executed within 24 hours ofter death: Page 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


by the funeral 


in 


jes 1 and 2 shauld be fi 


ed 


1 


Then please remove corbon papers. 


ied by the attending physicion and comple 


ign 


the burial-tronsit permit. 


ion. 


ificate hos been si 


‘o 


may be retained by the haspita! ar cttending physi 
3 After this 
the registrar priar to burial, cremation, or removal, and in any event within 72 hours ofter ey 


TO FUNERAL DIRECTOR: 
poge 3 should be detached for 


’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 fe 8 1 9 
7823 CERTIFICATE OF DEATH sents, 


2 pene Pod (Where deceased lived. If institution: Residence before admission} 


1. PLACE OF DEATH 


©. COUNTY, b. COUNT 
MARYLAND , 
ke if MA We A D Ase a 
b. CITY OR TOWN {If outside corporote limits, write , & CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neor x 
DN [4 ip Ar fA pya 
d. NAME OF HOSPITAL (if not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION, “aah ON A FARM? 
A Ho vLLRAL Yes Ko O 
3. NAME OF First Middl 4. DATE ve 
NAME OF i ? iddle tost Dy Month Day ‘eor *, 
(Type ar print) Hp =LAA A A =vSsSs DEATH wi ei voy 


I 5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIEO P]-+8. DATE OF BIRTH y) SS |% AGE fin or IF UNOER V YEAR] IF UNDER 24 HRS. 
ak il Min, 
CEM ie w wired moe Ny avEMaKe 2,1 “Lee | 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KINO OF BUSINESS OR INDUS" ie 11. BIRTHPLACE (Stote or foreign cauntry) 12, CITIZEN, OF WHAT COUNTRY? 
during most of working life, even it retired) 


AA Hoo LS RETI| MARYLAND) 
V3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 — UU S FFE £ GEL 


1s. v WAS DECEASED EVER IN U. S. ARMED. se ett 16. SOCIAL SECURITY NO. | 17. INFOR (NT Address 

eee ES 2s ATT a a a ee al ive NURAL 
my = — 2 

Mee) ewe. yr ee ee DAA, p pi 4D 


1B, CAUSE OF DEATH [Enter only one cause per Jifieter (a), (b). ond (cl-] ’ ies "| INTERVAL BETWEEN 
A ONSET ANO DEATH 


PART |. DEATH WAS CAUSED BY: Lv 
IMMEDIATE CAUSE (0! ARC 6-4 Poe Lhe CX Zt 
‘ Due To” 


Conditions, if any, which tb 
gove rise to immediate 
couse (0), stoting the under. ¢ PVE TO 


lying couse to: ce 

FS Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 

= RFORMED’ 

3 = O nog 

= | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port f or Port Il of item 1B.) 

& | OR CONTRIBUTING CJ CAUSE OF DEATH 

© | (UF EITHER, NOTIFY MEDICAL EXAMINER) 

2 

& |20c. TIME OF INJURY Month, “ce Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) {Stote} 

6 Hour 0. 7. While Not ie foctary, street, office bldg., et ' 

= p.m. lat work [] ot work 
21,1 certify that | attended the deceased fro DAs KF, 9.9 oT 2 19SF that | lost saw the deceased 
alive on_. AE me ne ) <4 and that death occurred athe d. 4M, fram the causes and an the date stated above. 


oy oe ya city or town, stote) DATE StGNED 


te Sens Pum Md 7- 


Zd. LOCATION (City, town, or county) / Se A 
CQ) LID 


F240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURY 
fo 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ae 7824 CERTIFICATE OF DEATH wes om #820 


a 


2 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmsion 

8 e. COUNTY aoe 9. STA b. COUNTY 

38 LAND Soe ete Jorma 

Be i | €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

o rest town! 

$3 ‘kesville hs, Baltimore City 1 a 

HE <d. NAME OF HOSPITAL {If not in hospitol, J. STREET ADDRESS 1S RESIDENCE 
= 15 QR INSTITUTION : © ON A FARM? 
33 = Lnxnow ves NoK) 
iE 5 3. NAME OF First eo lost 4. Dare Manth Day Year 
2% (lype oF prin!) Thomas GILCHRIST | Stam 31 19 58 


@ 


5. SEX 6. COLOR OR RACE |7. MARRIED [C] NEVER MARRIED [&} | 8. DATE OF BIRTH 9. ies si IF UNDER ft YEAR| IF UNDER 24 HPS 
yet | Months M 

male white wivoweo[] ~—vwvorceo | Dec. 15. 1892 oeslf a Eke — 

10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY ]11. BIRTHPLACE (Stole or foreign ed 12, CITIZEN OF WHAT COUNTRY? 
PP) Maryland United States 


during most of working life, even if retired) 


borer 


th 
Lae 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Thomas Gilchrist Kate - Oink 
6 WAS ee ak U.S. ARMED fOMcesy 16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address Sykesvi 11 ce; Nd. 
Fe ma or ethnces) | ym Ge wer or dee of terre) 
no | ==- unknown {Records of Springfield State Hospital 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, and (c-} ONSET AND DEATH 


PART t. DEATH WAS CAUSED BY: 


Then please remave carban papers. 


cate has been signed by the attending physician and camplet 


IMMEDIATE CAUSE (e}. Septicemia unknown 
r 
eating é more than 
re Condilions, if ony, which w_Fyelonephritis 1 week 
& gove rise to immediote 
£ cause (a}, stoting the under. ( PVE TO 
gs lying couse lost. iC) 
2 6 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo} | 19. Nee AU eey 
£33 )|%| Psychosis with mental deficiency ves] No 
“3 2 = 200. ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Part It of item 18.) 
3 & JOR CONTRIBUTING CF] CAUSE OF DEATH 
c = U f(IF EITHER, NOTIFY MEGMGAteEXAMINER) em 
& [tc TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote] 
a Hour 0. m. a= ay [While Not while Foctory, street. office bidg., atc.) ~"s 
= p.m. jot work ‘work [J ae= “ 
21. | certify thot | ottended the deceased from_Angusi____ 119.95. to July. 31_____., 19.58. thot | lost sow the deceased 


_. and that death accurred of LLL AM, from the couses and on the dote stated abave. 
ADDRESS (Street, city ar town, stote) 'E SIGNED: 


. Springfield State Hospital 
Walter Kno: M. De =o 


PHYSICIAN'S 
NAME {Type) 


Zo. pag CREMATION, * DATE hee 
OVAL (Specify) ie 
LAL LL dQ ¥_-- 


ca wage LES he 


72d. Say Gn, or county] (Store) 
y, 
Lite MELO d Ad dn ll 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs offer d 


may be retained by the hospital o¢ 
page 3 shauld be detached far v 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 
TO FUNERAL DIRECTOR: After th 


\ Pe G5OR'S SIGNATURE . REC'D BY REGISTRAR rs a eh S SIGNATURE 
VS AIS (4) \ De “4 
15M 10/57 Pee HondG i owt 7 58 |(Rek i 


¥ CALL 


od 


lled in by the funeral director, 
s 1 ond 2 should be filed with 


ithin 24 haurs ofter death: Page 4 
© 


Then please remave corbon papers. 
Ay event within 72 hours after death. 


icate has been signed by the attending physician ond comple! 


the burial-transit permit. 


nding physician. 
the registrar prior to burial, crematian, ar remaval, and i 


6 


page 3 shauid be detached for u: 


may be retained by the hospita’ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed w' 
TO FUNERAL DIRECTOR: After thi 


VS ANS (4) 
18M 10/S7 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9825 CERTIFICATE OF DEATH 


07821 


Reg. Dist. No. 


Ag ied ge LS a eel oe a LS (Where deceosed lived. If institutian: Residence before admission) 
4 se y b. COUNTY ye 
Carroll MARYLAND Maryland Washington 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give necres! tawn) } 
Sykesville 27 yrSe3mos,yays: Hagerstown OB pe 
d. Bae oe ee (If nat in hespitel, give street address) d. STREET ADDRESS ee. bee yer 
Soringtield State Hospital 3 .N. Foundry St. ves [] no OY 
Es Raee nd First Middle Lost ‘4 = Month 3B Yeor 
lypeloanent) : Lula Ps GREEN DEATH July 26, 1998 
a. SOX: 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED Oo 8. DATE OF BIRTH 9. AGE {In IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Min. 


yoo 
Female White |wiowe  oworeot) | June 28, 1876 | ee ESE 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


or oh esis life, even if retired) x Vv irg fer TeSeAy 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Henry Robertson Mary James 
VS ESTOECEREEOY Eyer Ur ener aed e Ree 16. SOCIAL SECURITY gH INFORMANT Address 

o | = - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). and (c)-] ANTERVAL BETWEEN 
PART |. OEATHA Was caustD er. Pulmonary tuberculosis Years 
a DUE To 
Conditions, if ony, which Cee 


gove rise to immediate 
couse (0}, stating the under: ( CUETO 
lying couse lost. fa 


Pal sf on SIGNIFICANT CONDITIONS CONTRIRUTING,TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 
Dementia Praecox, Hebep. 5 PERFORMED? 
ves] no B§ 


20a. ACCIDENT WAS UNDERLYING (7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port far Part Il of item 18.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED 2Ce. PLACE OF INJURY |Home, form, ; 20F. (City or town) (County) (Stote) 
Hour a. m; While Not white factary, street, office bldg., etc.) | 
p.m. 19 Jot wark [] ot work [J 


ee, to July 26, 1929 that | last saw the deceased 


MEDICAL CERTIFICATION 


DATE SIGNED 


7/28/58 


MSCIAN's §=6Edmund Lusthaus, M.D. Sykesville, Maryland 


NAME (Type) Fe ae 
Ze. BURIAL, CHEMATOR ip. DATE THEREOF res \E OF CEMETERY OR CR TORY Wf 72d. LOCATION (City, yy yy county) (Stote) 
OVAL (Speci [ ) y, 4 ie 
Srtheel bth HSS\ Kbpyoreae L/ le fees LI} d DLL 


; , Pe, ee , : ; 
CLS 7,, Ho. REC'O BY REGISTRAR [24b, REGISTRAR'S es 
Leh TD ilitiidl Pe ing LLM stig Jr - _\orre_ SUL 31 '58 err 2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 07822 


" Reg. Dist. No. 


md 
=) 
6 


gove rise to immediate 
couse (0}, stoting the under. ( OVE TO 
lying couse lost. () 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wo) | 19. A 
Senile Psychosis,simple deterioration. ves) No P4 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy. Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, a 1 20F (City oF town) (County) (State) 
Hour 0. m. White Not while foctory, street, office bldg., 
19 Jot work [] of work oO "4 
5 


21. | certify that | attended the decea: ae froin se eee eee ee 
alive an_. 20 


~ ce 
fee oe 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. {finaituion: Residence before odminion) 
$3 PS Carroll MARYLAND Maryland b COUNTY Caroline 
3 ri B. CITY OR TOWN (Hf outs ©. LENGTH OF STAY IN Tb ©. CITY OR TOWN {If outside corporote limits, write RURAL ond give neares! town} 
3° on neat =) i f 
fx Sykesville Oyrs oSmthsdSdyip Ridgely , 5X. iv 
25 
22 *, d. eae SrUnON (If nat in hospital. give street address) d. STREEF ADDRESS She cmae 
£4 J 
3S Springfield State Hospital. Unknown vs) soo] 
£5 3. NAME OF First Middle Lost 4. DATE Month Do Yeor 
te {type or pi) Sarah Addie Griffin | Sim ———. 
a 3. SEX 6. COLOR OR RACE [7. MARRIED [J NEVER MARRIED FX | 8. DATE OF BIRTH 9. AGE ln voor IEUNOER L YEAH] F UNDER 74 HS 
Min. 
Be 5/7 Fenale White wioowen [] Divorces [) 3=13-7), af ys. i 
32 
- : 100. USUAL eee ON seve kind nh eae 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 luring most ork ing life, even if retis da is USA 
J e 2 
ee Neiewe Marylan 
= 3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
65 
Be John H.Griffin Unknown 
& 8 1S. WAS DECEASED EVER IN U. $. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT’ Address 
aE (Yas, no. oF untrawn} fia ye, give wor or dotes of rervice) & Hosp + a aewie 
o* e 
2 a 
=e 
28 1B. CAUSE OF DEATH [Enter only one couse per line far (a). (bh ond (c).) Suse Aug Ges 
2a PART I, DEATH was Causeo BY: Pulmonary Tul 
eae IMMEDIATE CAUSE (0) = berculosis. years 
2F : OUE TO 
‘< 
F) Condilions, if ony, which o 
z 
£ 
2 
. 
$ 
$ 
3 
3 
2 
2 
o 
2 


the burial-transit permit. 
the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haurs after cea 


Hending physician. 


® 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S: 


NAME (Type) (/Agustin del gaspee 


No. ey vA regi 2b. DATE THEREOF ;. NAME OF CEMETERY OR CREMATORY 22d. ee mes town, or caunly) {Stote) 
EMO’ IY, 
And -CAIE (2 R eens BRS /A 
2 


may be retained by the hospital ar, 
poge 3 shauld be detached for us. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Pa 


TO FUNERAL DIRECTOR: After t! 


23 Fury RA} DIRECTO! Shoe rl 40, REC'D BY REGISTRAR | 24b. mreiah [AR'S, ca RE 


VS ANS (4) 
15M 10/57 


DATE 5g (> 994 on pede 


ad 


| or attending physician. 


may be retained by the haspito! 


TO FUNERAL DIRECTOR 


~ 
© 
o 
o 
a 
. 
° 
3 
7° 
& 
3 
5 
3 
cc 
= 
I 
= 
= 
3 
QD 
“4 
3 
3 
2 
& 
6 
2 
2 
=. 
3 
o 
= 
8 
ss 
° 
ry 
73 
2 
= 
o 
= 
" 
: 
$3 
c 
2 
z 
a 
2 
es 
tA 
es 
< 
2 
ra 
> 
x 
= 
° 
z 
rs] 
< 
a 
e 
< 
« 
° 
= 
< 
e 
= 
“ 
° 
x 
° 
e 


VS A 
15M 


Ned in by the funeral director, 


rtificate has been signed by the attending physic); 


* 


the registrer prier to burial, crematian, ar remaval, and in ony event within 72 


: After th 


wee 


Rd 
RS 
aS 


ges | and 2 should be fi 


s the burial-transit permit. 


page 3 shauld be detached for 


eas 


f 


Then please remo; 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q 799 3 
7827 CERTIFICATE OF DEATH ee 


2. USUAL RESIDENCE (Where oi “i 6 Wf institution: 


S e 'b. COUNTY 
Lite 


b. CITY OR TOWN Jif autside corporot ts, write} ¢. LENGTH OF STAY IN 1b c. CITY OR TOWNAIF outside gorporatg limits, write RURAL ond give neares! town) 
URAL ond give/heoms-town) Y 
eta fitiad ~| ‘EVES. 
” d. NAME OF = {IF not irt hospitol, wy street & _ ‘d. STREET ADDRESS. e. 1S RESIDENCE 
‘ie, f ON A FARM 


dence before admission; 


pe 


MARYLAND 


OR INSTI — 


a ves (] No, 


4. DATE ae Doy Year 
DEATH 


First re, 


3. NAME OF 
DECEASED 


ten MALY — 
5. SEX 6, COLOR OR RACE | 7. 8. D, RTH 9. AGE 
Cie MARRIED [-] NEVER MARRIED (_} ise frivtoni/| 
WIDOWED Divorced [] a / nd) 


100. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 14. BIRTHPLACE (Stote or forgign country) 
durmg mop! of, warking lip, even if retired) 


LAA A 


Z\ 
13. FATHER’S JUAME ee ee V4. ERS MAIDEN NAME 
a 2, Core Gees tte ae — 


15. WAS DECEASED EVER I re fa ARMED FORCES? |16. “Leo SECURITY NO. |17. JNFORMANT 


Ga BCD WAS MATE ce ee 
18. CAUSE OF DEATH [Enter only one couse per Le (0). (B). ond f6). 
PART |. DEATH WAS CAUSED BY: ez 
ep IMMEDIATE CAUSE eb 
DUE TO. 
conton tem ota), Cat, Mn, Aaheniacrchrwee | o-¥ yar 


gave rite to immediate 
cause (0). stoting the under. ( DUE TO 


Els 


12, le OF WHAT COUNTRY? 


SA 


Vcd td BETWEEN 
ONSET AND DEATH 


lying couse lost. a 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY 
yes] no(}e— 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(HF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, T20f. (City or town) (County) (Store) 
Hour a. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 Jot work (J ot work ( ‘ oC 


21. t certify tha Evia) the —— FO". pt UY, 19d: 
alive an 2). O., pr that death accurred otf 


ee en ey ee . eM, (a the causes and an the date stated above. 
ADDRESS (Street, sity or town, yote} DATE SIGNED. 
site JT) ‘Chad Lh JAS NG 
musean's M,C,Porterfield f ae 
Ra. nea ABS, Wily Pes He, Nay 1 OF CEMETERY OR CREMATORY 1d. LOC. HON (City, town, of county} PL 
Mlizaand pks (1 hae LL A ibee, an@”) 4 


ey preci RGNAT yy 246. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
frtoz, Dela ZPOATE 158 (2 ck A 


MEDICAL CERTIFICATION 


Y ___.,that | last saw the deceased 


oad 


~« oe 
%. B= 
8 8. 
2 £8 i 
Ds 
£ Vee 
= Bes 
a 
. 52 
. = 3 
= 28 
= £2 
2 2 
> vo 
ce 
2 £6 
mod 
= a 
o 26 
‘ 
i 


4 


in 72 haurs ofter death. 


thot the death certificate be executed wi 
Then please remave corbon papers. 


mit. 


ate has been signed by the attending physician and comple: 


the burial-transit-p 


jending physicion. 
the registrar prior ta burial, cremation, ar removal, 


a 


may be retained by the hospital 


TO FUNERAL DIRECTOR: After 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires 
page 3 should be detached for us! 


VS A15 {4) 
15M 10/57 


4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7828 CERTIFICATE OF DEATH Q7824 


@ v, Reg. Dist. No. 
b 5 Ae ae 2. bho hhc (Where deceased lived. If institution: Residence before admission} 
= o. b. COUNTY 
MARYLAND - s 
Carroll ia Maryland Carroll 


b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


ry Sykesville B moSe 5 days| x ‘Taneytown 


‘@. NAME OF HOSPITAL (If not in hospital, give street oddress) 7 STREET ADDRESS ©. 15 RESIDENCE 


OR INSTITUTION ON A FARM? 
Springfield pate Hespit: None ves 1] Nog] 
3 ee First Middle Lost 4. = Month Day Yeor 
(epee erine) Elizabeth Robertson Hively DEATH July 275.) i9be 
5. SEX 6. COLOR OR RACE |7. MARRIED Ep Never MARRIED [J | 8. DATE OF BIRTH 3S Anes iF UNDER 1 YEAR| iF UNDER 24 HRS 
4 in, 
Female White |woowop)  ovoreop] | January 13, 1696) “2° yn. a 
Bey Oe eon ee kind ‘’ dal 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ring most of working life, even if retir a 
fousewite OWN Ham é Maryland UeSehe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Samuel Robertson Medcra Barnes 
13 WAS, ead ath IN U.S. pals Maelo 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Bel ae Ta gise oaater omnes rds > 
No ~ NON FE Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, {b). ond {c).] INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


hp an DUE TO 


Conditions, if ony, which © 
gove rise to immediote 

couse (0), stoting the under: ( DUE TO 
lying couse lost. ©) 


& Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0){19. WAS AUTOPSY 
C.B.eS.assoc.with presenile brain disease with psychotic reactions WE] NOI 
Wo. ACCIDENT WAS UNDERLYING 1) ‘0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port} or Port Il of item 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, form, 120. {City or town) (County) {Stole} 
Hour a. m. While Not while foctory. street, office bidg.. ete.) | 
p.m, 19 lor work [J of work [J H 


MEDICAL CERTIFICATION 


UY la 19.29 thot t last sow the deceased 
22 __, and that death accurred at_8200F m, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 

Springfield Hospital 7/28/58 


Namcine, _=dmrund Lusthaus, M.D. 


Td. LOCATION (City. town, or county) (Stote) 
WEs / = /P S41 
24a. REC'D BY REGISTRAR hi REGASTRAR’S SIGNATURE 
? 


ApadUL 3 0 ‘58 } 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7829 CERTIFICATE OF DEATH ney. on. of) 825 


taal 


‘~ se 
moe ~ PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence belore odminsion) 
oS 3 3. b. 
© fk ° Carroll Maryland coun’ Balto. City 
£ Be ui b. CITY OR TOWN (If outside corporote limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outtide corporote limits, write RURAL and give nearest town) 
9 53 RURAL ond give neorest town) Y 
2 S52 ‘ke sville Smosel3daye: Baltimore 18, av us 
3 re d. NAME OF HOSPITAL [If not in hospital, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
<= £e 
36 so ng r OR_INSTITUTION. ON A FARM? 
oy . pringfield State Hospital 270 Maryland Ave. ves C1 NOR} 
ee 5 3. NAME OF First Middle tot 4. Date Month Day Yeor 
a 2; {Type or print Addie Ward Holland DEATH July lb, 19 58 
c 
= S. SEX 6. COLOR OR RACE 7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEA] IF UNDER 24 HRS. 
+ J 13 1886 lost birthday) Hours Min. 
see Female White jwiowe ff _ divorceo] une ’ yes 
y ER TOs. USUAL OCCUPATION (Give hind af work gone] 10b, KIND OF BUSINESS OR INDUSTRY 11. BIETHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
i) = luting most of working life, even if retire e 
ge STs 7 = Maryland USA 
3 es | Kousewife 
2 : Bs 13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
EN ee James Ward Mary Riggin 
= $ 88 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
= i it * ™ © 
8 offs a aoe pe - Springfield Hospital Records 
po 

§ vgs 18. CAUSE OF DEATH [Enter only one cause per line for (0), {b). ond (c).] INTERVAL BETWEEN 
3 20% PART I, DEATH WAS CAUSED BY: Mea Ath 
ie. Where IMMEDIATE CAUSE (o)__ Bronchopneumonia 
= fee “41H wee 
Oo e if 
= 32> Conditions, if ony, which a Hypertensive cardiovascular disease 
3 ZEs gove rite to immediote 
3 6aS Coure (0}, stoting the under. HER si 
= gis "] lying couse lost, (c) 

wes Z Ht. GNI C ci f IG i EQ, Di IVEN IN PART I(0)/19. WAS AUTOPSY 
bEkss ©] CBS PSH SEAN SAT PY CRRA ENS SBS SS AREA PS POHRE Ve Hes COPS ove (0)) 9: FEREORMED? 
e835 é 6 ves] No 
Tetons = | 200. ACCIDENT WAS UNDERLYING [)__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of tem 1B.) 

as & ] OR CONTRIBUTING LJ CAUSE OF DEATH 

geges S | (0F EITHER, NOTIFY MEDICAL EXAMINER} 
= <¢ 5 & [20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, form, 7208. (City or town) (County) {Stote) 
zg a RS ro ence oar! % White Not white foctory, street, office bldg., etc.) f 
i zee = p.m, jot work [] of work [7] i 
2 $3 es 21. | certify that | attended the deceased fram. P july dhs pecect , 1922__,that | last saw the deceased 
alze8 . 
34 ms 3 = alive on__ July Le ~._M, fram the causes and an the date stated abave. 
E= Oss ADORESS (Street, city or town, stote) DATE SIGNED 
<BG°C = ACTUAL 
ee 35 SIGNATURE 0. _ Springfield Hospital Bete See ee oe 1/15/58 _ 

5 ei o 
wooss pxysician's Edmund Lusthaus, M.D. Sykesville, Maryland 
xs < 2: NAME (Type) ne a ae ae eS Oe 
% S2°° To. BURIAL. GHEMATION, | 22, DATE THEREOE Zac. NAME OF CEMETERY OR CREMATORY town, or county) 

. REMOVAL {Specify} ‘ 

SbR Ps ‘Rubtat” | July 17, 1954 Sunnyridge Cemete Crisfield, Md. 
1 ee 
= Lod 


& 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ales Bradshaw & Sons, Crisfield, Md. DATE jut 2.1 ‘58 od 


A 
15M. 


ood 


Hi MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) 7996 
gap CERTIFICATE OF DEATH . 


: Reg. Dist. No. 
2" 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived, If insiution,Retdence before odin) 
z 0. . °. 4 b. COUNTY 
§ at O be dn MARYLAND ARR OXL 
Big © LENGTH OF STAY IN Ib |] _c. CITY OR TOWN (If gutside corporote limits, write RURAL ond give neoreit town] 
58 ! nearest town} Pp ics pe 

e - 
32 Rv. THINSTE 3OYR VPA WESTIN LR, 
e 2 d. NAME OF HOSPITAL {If not in hospitol, give street address) , STREET ADDRESS e. IS RESIDENCE 
in 20 OR INSTITUTION tt ON A FARM? 
SE i = nw wo DS 
ce 
£5 3. NAME OF First Middle RS 4. DATE Month v 
ae DECEASED is 3 OF . mu sat? ~ 5 
ae (Type or print) Rives if zp / veatH J yb 19 


@ 


S. SEX 6. COLOR OR RACE | 7. MaRRiED or. MARRIED é: B. i os, WRT 3. ce {In rs [IFUNDER ? YEAR] IF UNDER 24 HRS. 
4 196 WF: Months] Days Min. 
widowed A) DIVORCED S EBPtT, 2/ i a 
1o. USUAL OCCUPATION A id of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


I uring most of working life, even if retired) 
Va, AA MAIDEN NAME 


leath>, 


13. FATHER'S NAME 


ry 
x) 
« 
2% 
3¢ ae a = 
re EE YLLIS OF {MMF FP EN 
° - 1S. WAS DECEASEDEVER IN U. S$. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. wcll, Address lia Pp S . 
E< (res, 10, aoe a ie 
aS (Ake YOCLPH fF] Ho piis V CULY SoM 
fe La/P§ 
g fie. CAUSE OF DEATH [Enter only one couse per jine.for (9), (b), ond “si z INTERVAL BETWEE 
3 =. : y 
o PART 1. DEATH WAS CAUSED BY: Lf) y) - Y y Opie. ep 4 
§ " IMMEDIATE CAUSE {o] =: call? hg Oe a eh ALL Dt LA St oi “MA | 
= DUE TO "he, L ‘4 
Conditions, if ony, which o_(-. MAROHAMOLY wie fe he 
gove rise to immediote (0. 00 b, Le SeaLiaY 
cose (0), stoting the ynder- v t f ; 4 
lying couse lost. Ql Gz ME ZZ A VW AL, Chettiar tO 


Past Hl. OTHER SIGNIFICANT CONDITIONS. coNiRanaea TQ/DEATH BUT NOT RELATED TO THE JERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. ped Res h 


RMEO? 
ves] Nof) 
200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —_[20e. PLACE OF INJURY IHome, form, 1 20F. (City or town) (County) {Stote) 
oon antes iliie Not bite oh foctory, street, office bldg., ets) $ 
a hed lot work [) ot work AZ Abs 


fy/ that 2p ttended the mali (22, 19.5 _Sethot | last saw the deceased 
Ld (iC xmas Wed rom the causes ignd on the date stated above. 


* 


‘s tree st city oF towh, f, stote) 2 DATE rene ye 


we Sea ae 
[720. BURIAL, CREMATION, | 2b. DATE THEREOF ———*Y ical ‘2b. oe THEREOF [ 72c. NAME OF CEMETERY OR, CREMATORY 22d. LOCATION (City, town, or county) (State) 
speci : 
evs ele APow Dpanch bem. WEstryy ste Pp 


2d, REC'D BY REGISTRAR GISTRAR'S ree 


pare SUL 2 8 '58 


ficate has been signed by the attending physician and comple! 


the burial-transit permit. 


‘ending physician. 


MEDICAL CERTIFICATION 


may be retained by the haspital or 
TO FUNERAL DIRECTOR: After thi 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 
page 3 should be detached far uv: 


VS Al5 (4) 
1SM 9/SS q 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 <i 
7831 CERTIFICATE OF DEATH eas 4 ¢8 ad 


wed 


ss 

2% 1. PLACE OF DEATH Pe pat RESIDENCE (Where deceased lived. If institution: Residence before admission) 

2 ©. COUNTY Ran TUS ATE b. COUNTY 

5: $ d Mad. 

Be b. CITY OR TOWN (if a ¢, LENGTH OF STAY IN 1b € CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest own) Vv 
ea RURAL ond ji 

32 Baltimore Sf of 

2 a d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
=—“ ) OR INSTITUTION ON A FARM? 
BS Grand View Nursing Home 537_Woodbrook Ave ves [] No) 
#3 5 3 NAME OF First Middle lost 4. DATE Month Doy Yeor 
Ey type or pri) MARIE D. HORNUNG Bears July 28, 19 58 


P 5. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [3 | 8 OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 
; fost birthday) [Months] Doys | Hours] Min. 

" female white —|wivowe oworceOE) | Peh, O. 1897 61. 

3 100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 

3 during most af working life, even if retired) 

« Bookkeeper (Rtd Wholesale Jewel Md. 

8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

5 

% Wilhelm Hornung Katherine Mueller 

5 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT Address 

€ Tet, 90. oF unknown) {it yer, give wor or dates of vervice) 

S no. My, Henry P, Hornung - 3721 Marmon Ave. 

8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c)-] = INTERVAL BETWEEN 

a PART |. DEATH WAS CAUSED BY: Z . / 

§ wi was cause ari Hele ale. ww heen t (Gl i bcsctre a 

= D DUE TO 


Conditions, if ony, which 7s 
gove rise to immediote ee 


he AW Math) Ach) recep nt ret St Lp Mon 
couse (a), stating the under. ( OVE TO 


lying couse lost. nai We: Chad ape ee LAY, ey ye a 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAt DISEASE CONDITION GIVEN IN PART 1(a)[19. WAS. AUTOPSY 
ae 6 PERF 
ves(} no] 
200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
ey 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form. ; 20f. (City or town) {County) (State) 
Hour om. While Notisthale foctory, street, office bldg., etc.) i 
p.m. 19 Jot work [J ot work [7] ' 


at arty) ah | attended the deceased from. 1] ga ae WBZ, to feel , 19%-24.,that | lost saw the deceased 


alive on_gehed ay Fives L.,-, and that death eiceted ate SP fram the causes and an the date stated abave. 
ADORESS (Street, city or town, state) DATE SIGNED 


AUN gg AC ZZ, AW, He Le ZU, M.D. tes vA L aie, ely ee 
rains VIA | <n 8 


ote has been signed by the attending physician and comple! 


B the burial-transit permit. 


attending physician. 


é 


MEDICAL CERTIFICATION 
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J 
ze 
223 
£88 
q 
eS 
35% 
Bes 
ga 
233 
of 
aF93 
a2 
Ege 
- 


Ro. renga Gea ‘2%. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY Td. ae (City. town, of county) (Stote) 
Specify 
"Bu Loudon Park Cem. Balto., Md. 
ete 's SiOMATUR y, /KODRESS ag 2do, REC'D BY REGISTRAR . REGISTRAR'S SIGNATURE 
Vs A15 (4) ‘ y) ' ewe Z y 
15M 10/57 MW WANut, SHU (0. we A\ oaeUL 3 1 '58 og : 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter deoth? Page 4 


~ -£ ~ Reg. Dist. No. 
% 8 5 V, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution, Residence before odmision) 
e 2% fi CONG arrolL marviann |] ° STATE ae land b. COUNTY Washington 
£38 b. CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outside corporate limils, write RURAL and give nearest town} J 
oa RURAL ond give nearest town) ‘ 
ae 8 é 
° 32 ykesville (Rural) [1 y Me 20 9 Hagerstown oe, 
LD e ‘2 d, NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: @. tS REStOENCE 
6 = RIN: RTT ON A FARM? 
SRS Springfield State Hospital 123 Greenmount Avenue ual 
co cf " " 
£ £6 3. NAME OF First Middle tow 4. DATE Month Doy Yeor 
ze DECEASED OF 
cas avecaripenl) Anma Matilda Jennings | dams July 28 19 58 
z ‘¥ $. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] [8 DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR IF UNDER 24 HRS. 
5 fost birthdoy) Dep Ke. 
eof Female White —[wirowenge —ovorctoO] | December 19, 1880 We. 
2 Fa. 106. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 88 F during most of working life, even if retired) 
Te 
tex WeTey Maryland UeSehe 
AA Y g 3 13. FATHER'S NAI 14, MOTHER'S MAIDEN NAME 
e §8% 
B Bee Charles Edward Fry Mary Margaret Goodman 
= £93 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
= 8§ 2 (rer, i ‘ar unknown) UE yes, give wor oF dotes of rervice) N ” 1 
S pts lo lone Springfield State Hospital Record 
g 
Laie 
* 3 3 18. CAUSE OF DEATH [Enter only one couse par line for (0). (b). ond {c)-] BETWEEN 
%& 265 PART I. DEATH WAS CAUSED BY: Chyor apehial / eee 
i 8 ; IMMEDIATE CAUSE (o} * a Cc 
= £26 / oeto AVHE rio scleras: 
= Seee 
° © 
= gp come see) imeem Af Sa lef. 
3 yes gove + immediote 
= Ss couse (0), stoting the under- ( OVE TO 
rf é 3 zy lying couse lost. {c). 
z ig ba 6 2 z Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART }[0)| 19. WAS AUTOPSY 
pea ‘2 ronic bri syndromes associated with circulatory distuzbance, with | ,frmormicy 
2eeo22 “ye ered artariosclerosis ith nsycho reaction XZ) xcD 
Koos & [20a. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port } or Port Il of item 1B.) 
Pee ta & | OR CONTRIBUTING [J CAUSE OF DEATH 
2 °° 3g {IF EITHER, NOTIFY MEDICAL EXAMINER) 
S5ee° S 
g 5 & ]20c. TIME OF INJURY Month, Boy. Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) {County) {Stote) 
had 5 a Pete boas While NoheNte foctory, street, office bldg., etc.) ! 
Zsr § = p.m. 19 lot work [] ot work (CJ H 
=en's 
Pao eae 21. | certify that | attended the deceased from.__Decerber 8, 1956_, to____duly 28, . 1958 thot | tost sow the deceased 
alzs? 
ott ss olive on___.. SULy 28, 168 _-.-, and that death accurred otLO:30Am, fram the causes and on the date stated above. 
t= os e ; ADDRESS (Street, city ar town, stote) DATE SIGNED 
<56N. ACTUAL 
ape 3 z SIGNATURI mo... springfield State Hospital 729158 
£32 / 
2523 PHYSICIAN'S 
aeees NAME Elizabeth Knopp, M. D 
eesecs (Type) 
= evs 
SEO D 720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) (Stote) 
G25 gS. REMOVAL ify) 4 
= ge ys Buriat -31-58 Episcopal Cemetery Brownsville, Md, 
- = 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR ib. REGISTRAR'S SIGNAJURE 
VS AISI Minnich Funeral Home, Hagerstown, Mde [oa 1°58 (} iss 


a DEPARTMENT OF HEALTH—BALTIMORE, 18 
2832 CERTIFICATE OF DEATH 07828 


oad 


FOR STATE 
HEALTH DEPT. 


e 
Poge 
h, 


ned for your files. 


ret 
e Stote Boord of 


If ony deloy is necessary. pleas: 


ond 3 t@ the funeral director. 


© 
72 hours after death. 


bid be wsed os a burial-transit permii. File pages | ond 2 wi 


Give Poges }, 2, 
or its designoted agent, prior to burict, cremotion, or removol, ond in ony event wit 


in pencil in item 18. 


Medicol Exominer’s Office olang with form PM3. Poge 5 mi 


ord “pending 


® 


TO FUNERAL DIRECTOR: Poge 3 


4 should be forworded to the 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 
execute the certificote, writin: 


van) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2833 MEDICAL L EXAMINER'S CEBTIEICATE OF DEATH dlanall 07829 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 


0. COUNTY CARROLL marvano || ostate Maryland v.couny Baltimore Co. 


b. CITY OR TOWN Ht outside corporate mits, write RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town] a 
cedatineso sich Dundalk-22 : 
|__Rural_— Sykesville. a “Ss + ah 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street = d. STREET ADDRESS © ON A EACH 
Springfield State Hospital Admitting Office 2915 Cornwall Road yes] No 
3. NAME OF "Fist Middle Tan pate ~ Month del 


Ooy 
am ANNIE MARIA = KILPATRICK | beam ee 1 sas 


5. SEX 6. COLOR OR RACE |7- MARRIED] NEVER MARRIED [-]| 8. OATE OF BIRTH 9. AGE tim yoo [IFUNDER IYER] IF UNDER 2 1165. 
feel Ny Months | Doy: | Hours | Min. 
Femal 93 


widowen [J —soovorceo (J 7 21/64, 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) h2. CITIZEN OF WHAT COUNTRY? 
during ap AE Ag if retired) | West Virginia USA 
13, FATHER'S NAME —= 4 14, MOTHER'S MAIDEN NAME a j 
George Bradshaw Unknown 


5. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT - S19 I Betz | Avenve 
po eae le i Charles C. Kilpatrick, “peitimore-19, Md, 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).) 


= INTERVAL feLWEEhd 
ONSET ANO DEATH 


_ DR OES EGRiy Coronary occlusion i Minutes 
Lhd, / OUE To 

(So aR sold wo _ Arteriosclerotic cardiovascular disease with Years 
Qove rise fo immadiote " 

(0), stoting the vadeilvied DUE TO decompensation. 

couse lost, ay te. aa = z 


PART [). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH | BUT NOT TELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 10/19, WAS AUTOPSY 
vis] NO 
Qo. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. [Enter noture of injury in Port I or Part tt of item 18.) 
PRIMARY [) or CONTRIBUTING O 
CAUSE OF DEATH. = 
We. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form. 1 20F, (City oF town) = Can (Store) 
reson wate acai fectory, seat, office bldg. et) | 
oe Se 19 ot work [} ot work [J eRe See 


21. V certify thot | took charge af Jhe remains described above, held an Autopsy [_], Inspection [3% Inquiry FJ, and in my 
opinion death rédulted from: "7 couses [7 Accident - Suicide [], Homicide [[]. Undetermined monner [1] 


ACTUAL DATE SIGNED 
SIGNATURE ALA. weg 7}; Aa bk) ia.o, CHIEF MEDICAL EXAMINER [1] 


ASSISTANT MEDICAL EXAMINER [_} 


Namely Janes T, Marsh, M. all DEPUTY MEDICAL EXAMINER] 7/11/58 
Pm eaters | DATE THEREOF si CEMET " CREMATORY lis TOCATION a5 S35 - a é 
REMOVAL (Specify) 
Burial 1/12/58. Greenhill Cemebe Martinsburg, West Virginia 


73. FUNERAL DIRECTOR'S SIGNATURE ADORESS 240, REC'D BY REGISTRAR 


William Ceok = Blight, Inc 6009 Harferd Read 


GISTRAR'S “hp 
r 


ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
gap _ CERTIFICATE OF DEATH 07830 


od 


i 'e Reg. Dist. No. 4 
= ‘ V beck ee OF — 2 ge ess (Where deceased lived. If institutian: Residence before odmissian) 
o. a. b. COUNTY. 
M Gartold. sie has Maryland Carroll 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CHY OR TOWN (If outside corporote limils, write RURAL and give nearest town) 


couse {0}, stating the under. ( DUE TO 


9 couse lost. fo. 


Slat 
o 2 
oO 
oe £ 
3 
£3 
“4 S a RURAL and give nearest town) r 
7 32 Rural Taneytown x Rural _ Taneytown 
2 £ 8 d. NAME OF HOSPITAL (if nat in haspitol, give street address) d. STREET ADDRESS: eIS ee ee 
oO Pies OR INSTITUTION ON A FA oo 
SS / YES fz] No 
geod * 
2 & 5 3. NAME OF First Middle Lot 4. Dare Manth 
re a4 
o ‘ > " 
Ss WyPeterprint Roland Willian Koons aie July 
= oe 5. SEX 6. COLOR OR RACE |7. MARRIED fc] NEVER MARRIED [-] | 8 DATE OF BIRTH 9% AGE {in yeors 
Seo Male White wiowep fF] eworceo OO] | June 7, 1893 65”. 
2 8. 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
8 83s during mast af working life, even if retired) 
5 Res Farmer Own farm Maryland 
‘Si Sa5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
e5c 
© 88% ‘seth F bast is 
B Yer J. Addison Koons Emma Jane Williams 
ee fie 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT 
= £82 Tea no, oF votnown) 4 IY yen. give wor or dates oF terncel 
5 Ss 4 teh pe E , * : 7 3 
pa e 213~36-9132 ODS 4 a al 
3 = 2 = I 18. CAUSE OF DEATH [Enter anly one coure per line for (a), (b), ond (c).) EE INTERVAL BETWEEN 
ee PART |. DEATH WAS CAUSED BY: Y oy pes 
2 a § - ~ IMMEDIATE CAUSE (o}. Banff CL as ea = ¥ 
a) re ! DUE TO () 
2 4s ‘ ; ‘ 
£ Conditions, if any, which o) — 
s ie gave ta immediote 
eRe! 
Toe 
4 
foc 
3.23 
ee) 
ot! 
2 
oo 
2 


the burial-transit permit. 


< 
o 
s 
3 
> 
F 
ce] 
ye 
é z 
o 
2 ® ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]1 WAS AuToRsY 
FS ro = 
4 8 3 Yes no 
- > ® = | 200. ACCIDENT WAS UNDERLYING (]__ [20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port Il of item IB.) 
5 = & | OR CONTRIBUTING () CAUSE OF DEATH 
= 3 G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
i 5 & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) (Stote) 
) = 3 beara Same Wien .-enaaie foctory, street, office bldg., ete.) | 
g 2 p.m. 19 jot work 1] ot work OJ ; 
5 5 
= 21. | certify that | attended the deceased fram.__f2—- FO —, 1995, tepach x ae ae , 19SX that | last saw the deceased 
. alive on______ /” Se ME ina and that death occurred ot_ 2AM, from the causes and on the date stated abave. 
° 


SGWaTURE es) NH ln MD. Be ey LR adegs. Mid eteS¥ 
| Woswaes > Jt le eg D Dhasezct-tp kD titdhSrsssnt MA 


‘Za. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY 222d. LOCATION (City, town, ar cdunty) (Stote) 
ce te . 5. * 4 
buria 7/3/58 Keysville Cometer: Keysville, Maryland 
) 23. SSBB. DIRECTORS SIGN, REZ ADDRESS, Qha. REC'D BY REGISTRAR REGISTRAR'S. nae 2 
VS ATS (4) ‘“ fo q 1 
aed -0.Fuss/% gon Taneytown, Md. pare JUL 3.58 Sr eras 


may be retained by the haspital ay 


TO FUNERAL DIRECTOR: After this, 
page 3 shauld be detached far us’ 


the registrar priar 


TO HOSPITAL OR ATTENDING PHYSICIAN 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 783 1 


ed 


7 sts CERTIFICATE OF DEATH 2 es 
D 3 3 1.) =——_—— b. Meret fea _— 2. SE eee (Where deceased lived. If institution: Residence before admission) 
8 °. b. 
get 3 Carroll MARYLAND Maryland COUNTY Balto City 
£ Be b. CITY OR TOWN (If outside corporote fimits, write [c. LENGTH OF STAY IN Ib || _c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 32 RURAL ond give neorest town) / 
2° $2 Sykesville 3 mos.26 day Baltimore VOV uw 
43 2% = 
2 a 2 d ON INSTTUNOM (If not in hospitol, give street oddress} d. STREET ADDRESS e PS EH 
oy = Bi “ 
eee Springfield State Hospital 2706 Hamilton Ave, ves L] NOB 
See 
2 5 5 2. NAME oF First Middle lost 4. Date Month Day Yeor 
& 25 (Type oF print) Margaret Louise Barwick LAUMANN DEATH July 17, 19 58 
z 5. SEX 4. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
“2 lostbuthdey) [Months] Days | Hours] Min 
ee Female White —|wooweope _oworceo] |October 2, 189) Fyn. 
2 € a 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
3 82% during most of working life, even if retired) Navies U.S 
ae Housewife - arylan Sek. 
o cu Wait 
$ 5 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
<5 1 
ee. John Barwick Anne Phipps 
© 353 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17. INFORNIANT Kadress 
= £22 fet, oor wnlnown) Ut yes, give wor or dates of service) 
& otk No - - Springfield Hospital Records 
ae 
Fi 2 Hy te 18. CAUSE OF DEATH [Enler only one couse p INTERVAL BETWEEN 
3 20% PART I, DEATH WAS CAUSED By: ONS ADO ene 
oe Bee > , ay USE (0) 
# O32 7 / 
+ 2£fte =a x A 
sie DUE TO rf 
3 3 f 
= ars > Conditions, if ony, which wl Myprusy a8 
%. Bes gove rise to immediote hy j 
5 Gas couse (o}, stoting the under. (| ~OVETO” 1 Oy . 2 
g eae lying couse lost. (¢ Q d 2 LIA 
85° z ll. OTHER SIGNIFI NT COR TONS ONTRIBUTIN ur Howe R Te 1(0)]19. WAS AUTOPSY 
BES £ cH ° ESE OC ew. ths LCed ° STRERS rans TET PERFORMED? 
$06 5 yes[J NOT] 
o.290 7) ssycho ra 
Pee 4 = | 200°ACCIDENT WAS. UNDERLYING [a] ‘2b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port for Port Il of item 1B.) 
2oe e 
oe & | OR CONTRIBUTING [1] CAUSE OF DEATH 
825 & |(UF EITHER, NOTIFY MEDICAL EXAMINER 
ee 
4 r —— ee 
6 & [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED —_[20e. PLACE OF INJURY (Home, form, 1 20F. {City or town) {County) (Stote) 
Rs 3 Hour o. m. While No? while. factory. street, office bldg., etc. ui ' 
& = jot work [] ot work [J 
t 


ER Ln 


Td. LOCATION (City, town, or county) tote) 


“Parc Hote ARV LAO 


may be retained by the hospitol ax attending physicion. 


TO FUNERAL DIRECTOR: After 
page 3 shauld be detoched for u 


g alive on JULY 17. 19 2..,-, and that death accurred ot Leh ya, fram the causes and an the date stated above. 
‘ ADDRESS (Street, city or town, stote} DATE SIGNED 
5 wo, Springfield State Hospital 7/11/58 
2 11 (|i ERT | mma 
8 | [RRRESMN'S — %eustin delCampo, M.D. Sykesville, Maryland. 


T2o. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY te; EMATORY 


Bop ALN” Dury at 46S |Senwnere 


eneTety 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low 


FUNERAL DIRECTOR'S SIGNATURE ¢ ‘ADDRESS Bo. REC'D BY REGISTRAR REGISPRAR'S ahs aa 
VS A15 (4) et Roaaad a use) He Le, aU el Oo Quel “a 


15M 10/57 


: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07 
CERTIFICATE OF DEATH 832 


Reg. Dist. No. 


ee 

a : 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. if institution: Residence before odmission) 

Fd or a. C °. b. COUNTY 

SE ng » Carroll one Maryland Balto,City 

x) » ot b. CITY OR TOWN {If outside corporote fimits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest! town) 

3 RURAL ond give nearest town) 

32 Sykesville 20 days: Baltimore 2Volat 

a = a. RESO ae {IF not in hospitol, give street oddress) d. STREET ADDRESS. & eer eras 
aS Springfield State Hospital 16h7 E. North Ave. ves] no % 
ce 

barat. J 3. NAME OF First Middle. Lost . DATE Month Oo; Yeor 
RH DECEASED ane OF YY 

25 (Type er print Kathleen Jean McDonnell DEATH July 20, 1p 58 


~~ 

Py 

& 

e 

£ 

8 

vo 

M 

‘o 

5 

3 

2 

x 

a 

« 

z e S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED fA}. | 8. DATE OF BIRTH 9. AGE io ee Th 

= 7, Month: 

ee Female White |[woownf  oworceog | March 19, 1900 a hea it a 

3 € ae Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | #1. BIRTHPLACE (Stote or foreign country) ¥2. CITIZEN OF WHAT COUNTRY? 

8 ee during most of working life, even if retired) 

Bo ped Teacher - Massachusettes: UeSehe, 

3 A 2 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

» 583 

See Michael McDonnell Mary Kelly 

E 363 1S, WAS DECEASED EVER IN U, 5. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT hadron 

ee {Ye 10. oF unknown) Ut yes, give wor or dates of tervice) % 

Pees 9 - - Springfield State Hospital Records 

se = 

FH = = 1B. CAUSE OF DEATH [Enter only one couse per line for (0). [b). ond (c)-] INTERVAL BETWEEN 

> Say PART |. DEATH WAS CAUSED BY. 

2 og: WWASchuseDeY. | Arteriolar nephrosclerosis OME ERS: 

3 eee 440.6 DUE TO 

= ae Gamaliifans, TVibhy.awhich a Arteriosclerotic heart disease Years. 

3s BES gove rise to immediate 

$ 

‘SS ane couse (0), stoting the under. ( OVE TO 

Ly ne =? lying couse lost. {c). 

25 oe Ral Beas Bly 

z & 3 8 2 a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wop] 19. ee cerorsy. 

Pass O1%| Involutioal psychotic reaction. ves] NO 

e Poe 5 = [200. ACCIDENT WAS UNDERLYING (} _[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

Soouw & | OR CONTRIBUTING [] CAUSE OF DEATH 

agse ° wu | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

2 cgme 5 & ]20c. TIME OF INJURY Month, Day, Yoor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 

> 3 . 3 Hour 0. m. x) White Not while factory, street, office bldg. )! 

E52 § ¥ tise lot work [] ot work [] i 
SL. st ¥ 

g ge ma < 21. | certify that | cttended the deceased from. Sune 30). Eee 1928 to Y_.,that | last saw the deceased 

z pies ‘ 

2 3 % 5 alive on__July 20)... 01% ;-r and that death accurred at 2 p22_M, fram the causes and an the date stated above. 

praca pa ADORESS (Street, city or town, stote} ATE SIGNED 

< 555 ~ ACTUAL 2 aCe eE af 8 

gese || [iin ao, SoPene rola,” Stave Respeee) -. es 
£62 . 

385 PHYSICIAN'S Edmmd Lusthaus, M.D. Sykesville, Maryland 

Ssa2e sty ARBEIT tac ab oR a sete a a ne ae Pees, aa 

Fa a Ma. Na ASTON 2b. DATE THEREOF Be. NAME OF CEMETERY OR CREMATORY 7d, LOCATION (City. town, or county) (Stote) 
P2205 ify’ q 

Beg ee urla 7/24/1958 Ne aethedr sl Cemeter Baltimore Maryland 

- 


< 


SANS (4) 


. 58 ‘ 
5M 10/57 OA aA re, ATE zs 


23. FI RAL pig tise a ae Aapo . ro ty Hghts Ave 2bo. “aR 'D BY een aeiiwes SIGNATURE 
p 4 28 - 


L OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death. Page 4 


@ 


7. Soe NEVER MARRIED [-] | 8- octal OF BIRTH 
Days | Hours | Min. 
= ff ww WIDOWED fj Divorces 2 
AS AMTRA 
fe 10d. ue OCCUPATION (Give kind oramecees 10b. KIND OF BUSINESS OR INDUSTRY TY BRTTRLACE (Stote or Eo country) 12. CITIZEN OF WHAT COUNTRY? 
S g during mast sf werking life, even if retired) y ©) 
ts I " Md é oD Cf fit Fi tS = 
O83 4 14. MOTHER'S TEASE j WF, 
533 oh, A Bhd 
Bees 
Bos 1S. W. DECEASED EER IN U. 5. ARI Ma FORCES? | 16, ey SECURITY NO. A ‘Address 
resis (Yes, 10,  unkoownday | yes give wor oF dots of rere (/ 
Pgk A LMA etXe _¢§ Naat y 
28: | ]1@. CAUSE OF DEATH [Enter only one couse per ling #5) (ol, (b) ong! (el) ie aS ee 2 y, INTERVAL BETWEEN 
iors PART |. DEATH WAS CAUSED BY: yy —/ 4 ft L 4 OS Sas 
oce ’ IMMEDIATE CAUSE (ol_iXo et AYA CL > ROM Add cage wl J Lhe A cr tae a 3 
earaaty 240 DUE TO Y y) 
ppg B. r — Bh, bo. 
aa Conditions, if any, which tb 2 2 
ZEO gove rise to immediate 
ERs cote (0), stating the under- ( DUE TO 
g%se lying couse lost. ol 
Yee 
se5° ra Patt Il. OTHER SIGRMIFICANT CONDITIONS CQNTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
Bhat ic 2 7 7] PERFORMED? 
SgBe 15 a A a ao ves] NO 
Po28 = [ 200. ACCIDENT WAS UNDERLYING C1 _ | 20bJESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of ifem 18.) 
evat —E (l 
ere = | OR CONTRIBUTING LI cause oF DEATH| | (/ ——— 
Bogs © | (IF EITHER, NOTIFY MEDICAL EXAMINER) =. —_, 
Sg s & |20c. TIME OF INJURY Month, nil Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY {Home, farm, | 20f. (City or town) (County) (Stote) 
S . Fay Hour a.m. White eae oie factory, street, affice bldg., etc. is pa os a 
owe = : fh 
S=52 - Lf 
qu bS 
Sine i TO) »WATY, ta, PZ re Be a" alo Si at | last saw the deceased 
£= 
2g 3 2 ha that . = occurred at_ TA foe the causes and an the date stated above. 
=o 35 = IDDRESS (Street, city 0 ‘ar fawn, stan — YL 
a 8 + ei 
ze apy .D. .. Vg acoA sel tS Re de Mii shat &: L¢zZ 
faze 
gizip / 170. phi esha odlay Ets vas 
Beget f De ST ie WT) SG 
& £2°°? } {720. BURIAL, | URAL, CREMALION. | 7, DATENHEREOF | 22c. NAME OF CEMETERY OR CREWATORY 7” ee q Or Y pez e pet 72d. LOCATION (City, town, or caunty) “7 (Stole) 
ZB2 Pe ia eee = 958) ‘2: o fan. 
o Fo f= ~ < 
ror TURE Z ‘2a REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE / 
f - 
YS A15 (4) = ] (? 
15M 9755 2 Ww SUL 7 ‘5g oy. F 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
f CERTIFICATE OF DEATH 07833 


= 1 Reg. Dist. No. 
£F J/). PLACE OF DE 2. USUAL RESIDENCE {Where deceased lived. If institution: Residencesbefore odmitsion) 
3 0. COUNTY o. STATE b. COUNTY / 4 
=e MARYLAND = q 
32 aro Lb Cy LAPP tp Pd, 
Be b. CITY OR TOWN Uf outside corporate tims, write Tc. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If dutside corporate limits writg/ RUAAL ond give nearest town) 
oS Re ond give fares! tofvn) | é Ze ” 
oe a oi ier Van nS ie / 
2s 7) @. NAME OF HOSPITAL (if nat in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
=5 } ORYINSTITUTION “4 OZ. ‘ON A FARM? 
E44 fo am Fu ty yes [J Nox 
£5 3. NAME OF aes Riddle ey a Month Doy Year 
QRH DECEASED r 
23 (Type or print) ge = / 194 & 


IF UNGER 1 YEAR} IF UNDER 24 HRS. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 078 34 
evi CERTIFICATE OF DEATH 


i 


Reg. Dist. No. 


2 1. PLACE Of DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
& o. COUNTY aaniateo 0. STATE b. COUNTY 
3S Carroll Maryland Howard 
Be b. CITY OR TOWN (If outside corporate limit, write [¢. LENGTH OF STAY IN Ib |] c. CITY OR TOWN [If outside corporate limits, write RURAL ond give nearest town) 
eo RURAL ond give nearest town) 
32 Sykesville h mos. 24 days Ellicott City / 
2 z d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
= / OR INSTITUTION ON A FARM? 
25 Springfield State Hospital Manor Lene ves no 
5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
RR DECEASED OF 

. {Type oF print) Lola May Sherman MORGRET DEATH July 31, 1958 

; 4 5. SEX 6 COLOR OR RACE |7. mARRIED L] NEVER MARRIEO [] | 8. DATE OF BIRTH 9-AGE {tn xeon [IF UNDER } YEAR] IF UNDER 24 HRS. 
10) joy! Month 
: Female White |wicoweo m ovorcent] | December 18, 188: 6B" th | eel ASS) Min. 


leath. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ying most of working life, even if retired) 
ousewife : - Pennsylvania U.S.A. 


V3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


NK Thomas Sherman WALHOUK Mary Jane Everets 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? I" SOCIAL SECURITY NO. | 17. INFORMANT Address 


ae a a a a Springfield Hospital Records 


No - 
18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (<)-] 


PART I. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSE {o] 


o” Notevto mitral valve) 
Conditions, if ony, which wo _Arteriosclerotic heart disease 


gove vise to immediote 
couse (a), stoting the under. ( CUETO 


INTERVAL BETWEEN 
ONSET AND DEATH 


rs 


Then pleose remave corbon popers 


insit permit. 


ote has been signed by the attending physicion ond cample| 


€ fe) 
§ Sting .coweltost: 
‘3 ‘3 Pagy ll. OTHER SIGNIFJGANT CONDITJQNS CQNTRIBUTING JQ DEATH BUT NOJ RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
ee 2) c.BeS.assoc.with senile brain disease with psychotic reactions PERFORMED? 
abe 1S Page S disease of bone ves 9 no 
a = 200. ACCIDENT WAS UNDERLYING C__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 18.) 
3 & | OR CONTRIBUTING LC] CAUSE OF DEATH 
cog & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
& [0c TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120¥. (City or town) (County) (Stote) 
8 Hook. “aha While Not while factory. street, office bldg., etc.) + 
“i BS p.m. 19 Jot work [J] ot work ti 
Z ° 
21. I certify that | attended the deceased fram March 7, 1958 ioduly 31, 19.58 thar | lost saw the deceased 
alive on_JULY ates oe oe, 12 8, and that death accurred at_< 204 14, fram the causes and an the date stated above. 
a r y) LZ, fo ADDRESS (Street, city or town, state) DATE SIGNED 
Sette renter, Atl. Springfield State Hospital _ 7/31/58 


PHYSICIAN'S 


the registror prior to burial, cremation, or removol, and in any event within 72 hours aft 


moy be retained by the hospita! 


TO FUNERAL DIRECTOR: After th 
page 3 should be detoched for 


NAME (tyee_ Agustin delCampo, M.D. __ Sykesville, Maryland 
No. ST a Sle 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY ‘ity. town, or county) {Stote) 
ai B Gundy 058 SteYohns Lutheran pfieffers Corner ,Md 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs after death: Poge 4 


23. FUNERAL DIRECTOR'S SIGNAT@RE Vi o ADDRESS 2da. REC'D BY REGISTRAR 
VS AIS (4) i) / 


15M 10/57 — KK Lup fda, CH FA OA DATE__AUG 4 "58 


‘2ab. REGISTRAR'S SIGNATURI 
SBI 


ool 
) 
/ 


© 


ficate has been signed by the attending physician and comple| 


Then please remove carbon papers 


1, and in ony event within 72 haurs ofter ¢ 


transit permit. 


the burii 
i, oF remavo! 


Speattending physicion. 


« 


ined by the hospital 
poge 3 shauld be detached for Um 


TO FUNERAL DIRECTOR: After t! 


the registrar priar to burial, crematia’ 


may be re’ 


a] 
2 
5 
3 
g 
2 
3 
Ps 
a 
2 
~o 
a4 
3 
$ 
£ 
So 
8 
7. 
e 
£ 
8 
£ 
s 
"3 
or 
£ 
E3 
2 
° 
é 
ca 
= 
2 
a 
a 
= 
a 
°o 
Fa 
a 
<z 
& 
E 
< 
« 
° 
be 
= 
a 
& 
o 
= 
° 
r 


VS ANS (4) 
15M 10/57 


~ ce 
& BF 
ee 
£3 

33 

ov $2 

ei. ake 

S £5 

oe => 

E 2 

2 £6 

ce cies 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1929 CERTIFICATE OF DEATH neg. oa hd S35 
i Leen a tall | _§ tie RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Carroll maryianD || ® Marylend °°" Balto, City 


b. CITY OR TOWN {IF outside corporote limits, write | c, LENGTH OF STAY IN 1b 


c. CITY OR TOWN {If outside corporote limits, weite RURAL ond give nearest town) 
RURAL ond give nearest town) 


ykesville 7mose2ldays: Baltinove BNO: fowl 
d. NAME OF HOSPITAL (ff not in haspital, give street oddress} d. STREET ADDRESS. e. IS RESIDENCE 
Springfield State Hospital 1618 N, Calvert St. YEO Now 
3 pene First Middle Lost 4, Per Month Day Yeor 
Gane in Mabel Edith Finch MURPHY tan = July iB) 19 58 
5. SEX 6. COLOR OR RACE {7. maRRIED [J NEVER MARRIED [-] | 8. DATE OF BIRTH %. AGE {in yee LELND ES TYEAR/IF UNDER 24 HRS. 
Female White — |wwowen Pt — oworceoQ | May 30, 1872 3 alee ee eel ee 


Wo. USUAL OCCUPATION (Give kind of work done| 
during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Indians: U, 


Stenographer = 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Isaac B, Finch Eliza Bare 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(fav, no. oF unknown) Ut yas, give wor or dates of service) 
No = = Springfield Hospital, Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c}.] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: pel elt SO iow 
IMMEDIATE CAUSE (o|___ Bronchopneumonia Days 
QuE TO 
Conditions, if ony, which we 
gove rise to immediote 
couse (0}, stoting the under- {DUE TO 
lying couse lost. {e) 
Fr Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART M(o}]19. WAS AUTOPSY 
=| C.B.S,agsoc with circ,dist.,with cerebral arteriosclerosis with Yen soo] 
u psycho ea on 
& }1200. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port f or Port II of item 18.) 
& | OR CONTRIBUTING LJ CAUSE OF DEATH 
© (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& }20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120, (City oF town) (County) (Stole) 
a Hour a.m. While Not while factory, street, office bldg., etc.) t 
= p.m. lot work [J of work ([] H 
x 
~..,that } last saw the deceased 
wy 7 , and that death occurred ot_725PM, from the causes and on the date stated above. 
~ ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 
SIGNATUR MD. 718/58 
PHYSICIAN'S ~ 
NAME (Type) Gmind La naus, M.D 
220. BURIAL, CREMATION, | 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 
*eaMiar’” | July 11, 1958 Baltimore Baltimore Mad. 


23. FUNERAL DIRECTOR'S SIGNATURE @ ADDRESS 24a. REC'D BY REGISTRAR =| 24b. REGISTRAR'S. He 
Wm. Cook, Inc. 1217 St. Pml St. pate JUL 10°58 cme oer 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
999 CERTIFICATE OF DEATH sani de 


ont 


pd ra = = 
s, 4 ‘ 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If insitunon: Residence before adi 
= 2 Lh e b, COUNTY 
= Eek Carroll siclbeied Maryland Montgomery 
= Be b. CITY OR TOWN [If outside corporate fimits, wrile | ¢. LENGTH OF STAY IN Ib & CITY OR TOWN (If outside corporate limits, write RURAL ond give neores town) 7 
§ sa RURAL and gixe,nearest tawn) e 
© Ss sykesvitie 10mos.9days Silver Spring / : 
= a2: d. NAME OF HOSPITAL (If nat in haspital, give street oddress) d. STREET ADDRESS e@. 1S RESIDENCE 
i Ss OR INSTITUTION ON A FARM? 
a 35 Springfield State Hospital 9628 Dilston Rd,» ¥65 2) No By 
2 = 5 3. NAME OF First Middle lost 4. DATE Manth Doy Year 
. ore 
apt tive oetpripn) Helen Hard Nelson DEATH July 13 19 58 
= % % 
< 
= oe 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [1] | 6. DATE OF BIRTH A bay ee ee eat 
= ne 
= te Female White —|wrowen pe — ovorceog] | November 10, 1880} °"77""7, ead 4 
2 — & 100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 
z 8 sé during most of working life, even if retired) 4 
3 258 Housewife SUE, Maryland UeSehe 
e 625 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 cee 
ede Jacob Hard Isabel Dunn 
= 332 Ts, WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
< 
= 22 antes) | Wm go oo en 
lees lo - ¢Y. Springfield Hospital Records: 
< £2 
A is 8: 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 
o> 2ay PART I, DEATH WAS CAUSED BY: 
rg °sge IMMEDIATE cause (o)___ Bronchopneumonia 
—- £f6 v 7 } 
= f£f8 < DUE TO 
o © 7 
2) at ie Conditions, if ony, which 
4 x Haag ae 

B BES Gove rise to immediote —— 
“e  jeigve couse (a), stoting the under. ( PVE TO 
iz § e=o lying couse fost. {e) 
8$24 fhe Be 
3 a z 5 Ae Z ne MN. OTHER Sea teal aietee ONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1fa)] 19. WAS AUTOPSY 
eer )|2| CoBeSeassoc. Sheol metabolism, growth or nutrition,with senile ark oak 
eao2o uv Oreiyn dise BRN no rea on 
2 2 y 
Koos  ] 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part or Port fl of item 16.) 
Ze oe 3 | cittien NOTIFY MEDICAL EXAMINER) 
ages 8 

£e* = ss 
g %, 1S & [20c. TIME OF INJURY Month, oy, Year ]20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
See: g tar 5.#. Siti on Nanas foctory, street, affice bidg., ete 
Ee2-§ g p.m. 19 jot wark [] ot work [] 

= ears a 
2 R233 21. | certify that | attended the deceased fram_ September i, 19.57, to. July 135__, 1958 that | last saw the deceased 
on tes alive on Sty 3» 8, and thot death accurred at L£53P_M, fram the causes ond an the date stated abave. 
E a ° 3 3 ADDRESS (Street, city or town, stole) DATE SIGNED 
25560 TC 1 
ges? j| [een wo, Springfield State Hospital __ 7/1/98 

£524 
ao 25 PHYSICtAN'S 
Seg2e Name (Typel__Edmund Lusthaus, MBs 
a 2° 9 2d. LOCATION (City. town. of county} D fore) 

S- 8 Me 

= -_ “a y 
eepee : 2l-S' é\| ZGz: Lia thes 
age “yf 0 ‘Yaa. REC'D BY REGIST@AR | 24h REGISTRARS SIGNATURE 

V5 AIS (4) 4 a ; 

15M 10/57 2 pate JUL 21 58 : PPS | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH top. on ef OO 7 


onl 


HK 


_ dpring most of working life, even if retired) 
Lon. PSTLOLEENTQIA 


USA: 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


fter death. 


et jo ee 

> 3 ¥ Fas 9. nee alld 2 won peoene (Where deceased lived. If institution: Residence before admission) 

2” ° °. b. COUNTY 

* si Carroll eee Maryland Balto.City 

= g3 BNO TW Ut eaiae perth oak, Wm] PENGIHTOF STATIN'TD || GICITV.ORTOWN GF ewie conerae Vin, wee RURAL ond ge maori tome) 
S ‘ond give ne town] 

2 52 Sykésvitle byrselmo,l3dayp Baltimore VB atl 

é = = * d. SS dilate (If not in hespitol, give street oddress) d. STREET ADDRESS e ape 

els ) " 

2 3S Springfield State Hospital 3600 Ailsa Ave. ve Nop 

5 Jj NOR 

ee 3. NAME OF First Middle lost 4. Date Month Doy Yeo 

a ey type pt Frank WO, Srey | en SF I, 

© 

= oe 5, SEX © COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] [8. DATE OF BIRTH AGE tin peor TF UNDER 24 HRS. 

a : Male White |woowopPf owvorceopy |February 27, 1875 3 om eS ie 

3 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

3 

3 

® 

3 

2 

°° 

8 

¢ 


T i Banca. Nova ovephine Navetra 
ir was eee Nal U.S. pee asada 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ire keene a giemaie ava arctan 
No - Springfield Hospital Records, 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and {c}.} 
PART I. DEATH WAS CAUSED BY: 
fr OEATIMMEDIATE CAUSE (0) Bronchopneumonia 
“XG / BINS. 


Conditiansiiany, hich 1. 
gove rise to immediote 

(o}, stoting th der: . 
nee > Generalized arteriosclerosis Yearse 


CoB eS PLEh Sone Pret Eo fey INS ie] QEary PY TBSYENOVE OPERA TEES, CONDITION GIVEN IN PART 10) /19. MaROREee 


ves (RE nol 
200. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part 1 of item 18.) 
‘OR CONTRIBUTING EJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


INTERVAL BETWEEN. 
ON: aS DEATH 


Then please remove corban papers. 


Arteriosclerotic heart disease Years 
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, or remaval, ond in any event within 72 ho: 


Is the burial-transit permit. 


attending physician. 


‘ 


MEDICAL CERTIFICATION. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


] 2c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF PNUURY {Home, form, | 20f. (City or town) (County) {State} 
9 Hour o. m, While Not while foctory, street, office bldg., etc.) | 
= 5 € p.m. 19 fot work [] of work [] ' 
? ee 21. | certify that | attended the deceased fram_ March 7» __, 1992 _ tou’ Dea ah 2..--., 1P2__that | lost saw the deceased 
2.2 
3 <5 = An, fram the causes and an the date stated above. 
o£@ OD 
= Os> ADDRESS (Street, city or town, stote) DATE SIGNED 
rus 
zeae | [Bethy wo, Springfield State Hospital 1/17/58 
saze 
ea Name ttven__Agustin delCampo, M.D. Sykesville, Marylan@ ces 
BE° > ‘70. BURIAL, CREMATION, | 220. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) ote) 
SP os MOVAL (Specify) 8 0 N. 
eg at WLG 2] vergreen A4eCX fs one 
i 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRE aa. REC'D BY REGISTRAR [/2Mb. REGISTRAR'S SIGNATURE 


—— 
Vs A154) Leonard 9.Ruch, Inc. 5305 Hargord Rd. | ouAWL 21 58 Ui edn 


1SM 10/57 


in 24 haurs after death: Poge & 
ges | and 2 should be filed with 
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Then please remove carbon papers. 


: The law requires that the deoth certificate be executed wit! 
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the burial-transit permit. 


the registrar prior to burial, cremotian, or remaval, and in ony event within 72 hours oft 
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V5 ANS (4) 
15M 10/57 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1) 7838 
F8Gt CERTIFICATE OF DEATH Rep. Dist, No, Ths 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


0. COUNTY 0. STATE b. COUNTY 
Carroll SRe. Maryland Anne Arundel 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give neorest town) a Jf 
enryton 9 days Churchton Doh K~ a 
d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Henryton State Hospital ves CX No (] 
= ert kee First Middle ost 4. DATE Month Day Yeor 
(Type or print) Emory Richard Offer pee 20. 1958 
5. SEX 6. COLOR OR RACE | 7. marRigD EB} NEVER MARRIED [7] | 8. DATE OF BIRTH 9. meen eee IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) H Min, 
Male Negro |woown _ovorceoO) | 2m 9=1898 60” ee liee 
100. USUAL OCCUPATION (Gi of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY 
during most of working life, even if retired) 
Laborer Unknown Churchton, Maryland USA? 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Richard Offer Mary Brooks 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Tex. no. oF unknown) UH yes. give war or dates of service] 
No | Unknown Florida Offer - Churchton, Maryland 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (o}, (b), ond (c}.] Cee ee 
PARTI OE£ATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)_Far advanced pulmonary Tbe. left with pleurisy 
Xx DUE TO 
Conditions, if ony, which Suspected tumor 


gove rise to immediote 
couse (0), stoting the under: ( OVETO 
g couse lost. te) 


$ Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}| 19. penfol nla 
RS yes no 
us 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port tt of item 1B.) 
e& JOR CONTRIBUTING [1] CAUSE OF DEATH 
& | (VF €ITHER, NOTIFY MEDICAL EXAMINER) 
2 
% [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (Cily or town) (County) {Stote) 
a Hour o.m. While No! while: foctory, street, office bldg., etc.) | 
2 pam. 19 Jot work [] of work (J ‘ 
5 
21. 1 certify that | attended the deceased from. Nowember 13, 19.57, 10_duly 20 19.58 that 1 tast saw the deceased 
ative on_JW pao. a eed Bo, 19.08__, and that death occurred ond th5Am, fram the causes and an the date stated abave. 
Ip, ADDRESS (Street, city of town, stote} DATE SIGNED 
Fes Wass, Vp: 
Stine “6 -%.§ Weer laerg A. no Menryton, Maryland 
PHYSICIAN'S 
NAME (type) re Mie Maculans, M. De __Henryton State Hospital 
Ro. BURL REM; IN, | Z2b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote} 
REMOVAL (Specify) a 4 } Lok 7 Ns 
Papen tec a -S¢ At nothin ie 3 Lhe 4 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY yas 5 I 
wa Leam_t Pitter, wp. oY AA 0s bey ten A |ome | WLS: 
7 


A 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death. Page 4 


VS ANS (4) 
1SM 9/SS 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


© wear CERTIFICATE OF DEATH 02839 


Reg. Dist. No, 


ce ——— ae 

23 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. If imstution: Residence before odmistion} 

£3 °. CG, RROLEL MARYLAND ~- K7 d b. Ona Ag hon L 

3 B, CITY OR TOWN (if outside corporote limits, write Tc, LENGTH OF STAYIN 1b |} c. CITY OR TOWN (If oulside corporote limits, write RURAL and give nearest town) 

g © Spar tare er eae : ha gh 

$3 L/ TES i_MIiWtS 

= £ bt d. NAME OF HOSPITAL (If nat in ee; Qive street address) d. STREET ADDRESS , @. 18 RESIDENCE 
od ‘OR INSTITUTION 3 ff / PC \ U , a of ‘ON A FARM? 
ae 4 G f a Kd [ yes] NO 
ce Pass ; 

3 se 3 Bees Q First ¢ i>. Middle tra, 4. ae =~ wa é Day Year 
2 y (ype or print) _ > A TP A H VLSI bam J LY a CG p58 


@ 


Then please remove carbon papers. 


S. SEX 6 core OR RACE |7. MARRIED [} NEVER MARRIED [J 8. MA 2 oe 9. AGE {lo a Foor] UNDER 24 HRS, 
o gi ibirsieday Hours] Min. 
winowen [>F— —_DivoRceD [] ?. 
10a. USUAL OCCUPATION (Give tind ‘of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or ree cam aa shai OF WHAT COUNTRY? 
during most of working life, even if retired) Ne 
J 2B at USA 


“4 ee 'S MAIDEN NAME 


Ree raed 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. a INFORMANT F iress 
= i 419 Ch efor 
ne (If yes, give wor of dates of service) Mé e 7 rAE ara H, a & C4 
{Ee Lf: 37 7a DP 
LP Ester yssea Dp 


1B. CAUSE OF DEATH [Enter only one cause per line for ©). (0), and (<)-] UNTERVAL BETWEEN. 


PART I, DEATH WAS CAUSED BY: (“F< 
IMMEDIATE CAUSE (0)_S= £= 


Teer 


in 72 hours after death. 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day. Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY |Home, farm, | 20F. (City or town) (County) (State) 
Hour 0. m. White Not se factory, street, office bldg., etc.) | 
p.m, lat work [] at work ‘ 


21. | certify that | attended the deceased from. 1942. ,that | last saw the deceased 
alive onal fae WO, 128K, and that death occurred oS M, from the causes and on the date stated above. 


ADDRESS (Street, sity or town, state) ak SIGHED 


icate has been signed by the attending physician and compl 


va DUE TO 
i Conditions, if ony, which (b} 
: Qove rise to immediote 
a cose (0), sloting the under- DUE TO 
= lying couse lost. ra) 
5 Part II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTORSY 
s ves] NOG 
5 
a 
° 
= 


MEDICAL CERTIFICATION 


na | eters anes 7A ae os #t 
220. BURIAL, BURIAL Ch aS oe DATE eMner a E OF CEMETERY OR CREATOR, Md. PORATION (City. town, or county) (State) 
ecify) , - < a Keg 3 
rn’ Ly 30 West ee Lo are Sp. 
23 DDRESS In 2a, REC'D BY REGISTRAR whe RAR'S SIGNATURE > 
nd pateAUG 4 '58 2 due 


INERAL DIRECTOR'S §) aks y ji . - 
trod GAS ayo BE 2 


may be retained by the has, 


TO FUNERAL DIRECTOR: After 


page 3 shauld be detached for a 
the registrar prior ta burial, cremation, or remaval, and in any event 


oll 


illed in by the funeral director, 
es 1 ond 2 should be filed with 


sf 


pers 


Then please remave carbon 


ificate has been signed by the attending physicion ond compl 


nding physicion, 
s the burial-tronsit permit. 
the registrar prior to burial, crematidn, or removal, and in any event within 72 hours ofter/death. 


moy be retained by the hospital 


TO FUNERAL DIRECTOR: After th’ 
page 3 shauld be detached for 
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VS ANS (4) 
15M 10/57 


Daag 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
y 
25 CERTIFICATE OF DEATH 7840 


Reg. Dist. No, 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission} 
a. COUNTY a. STATE b. COUNTY 


Carroll ee. Maryland 


b. CITY OR TOWN [if outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest lown) ; 


ara kesville 'S «7m0S «20 Baltimore City vol 
4. NAME OF HOSFITAL (Ff notin hexpiol, give sreet oddeess) d. STREET ADDRESS | 
Springfield State Hospital 3120 Keswick Road ves []_No 2 


3. NAME OF First Middle Lost 4, DATE Day Yeor 
DECEASED 


{Type or print) Michael - O'SHEA DEATH 29 19 58 


5. SEX iE COLOR OR RACE i MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


{ 3 
male white wipowen Pi oivorceo () | unknown By” ah. [Meat[ Par | ey: 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Laborer ae Maryland United States 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ution: Phillip © O'Shea unknown 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT Address Sykesville Md. 
(Ye, no, oF unknown] It yer, give wor or dates of service) -% > 
WO. ral) See : Sepebeaeis4 Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond ().] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0). 


ub De Ds» ti 0) 
Conditions, if any, which 5 
gove rise to immediote 
cause (0), stoting the under ( DUE TO 
lying couse lost. (ep teen 


Paer Il. ae SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)]19. WAS AUTOPSY 


Chronic brain syndrome assoc. girculatory disturbance, with cere- | fem wo 


a a with a ea 
20a. ACCIDENT WAS UNDERLYING [3 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 1B.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOT#¥eMEDICAL EXAMINER) — 
[20c. TIME OF INJURY Month, Doy, Year [ 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (tote) 
Woven ava While Not while factory, street, office bldg., etc.) ! 
ie eae lat work (Tarwork [| == ‘ —— 


21. | certify that | attended the deceased from Auge 1958. to Iuly 29... 1958 that | last sow the deceased 
alive de 19. 58.2_) ond that death occurred ot _101Q4M, from the causes ond on the date stated above. 


MEDICAL CERTIFICATION 


ADORESS (Street, city or town, stote) DATE SIGNED 


mo. ..Springfield State Hospital 
NAME (yee) _Wa M.D Syke ry 


Zo. BURIAL SREMETGN: ‘2b. DATE THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY 22d, LOCATION {City, lown, or county) (Stote) 
ees 9 uu 
Bune te) Arye 2/1958| Lorraine Pk. | Baltimore Nd 
23. FUNERAL DIRECTOR'S SIGN: TURE’ ff ADDRESS 73 7a REC'D BY REGISTRAR | 24b-REGISTRAR'S SIGNATURE 
THhE44) XL GLA L W3 Lf _| pate AL 31 158 "“Qudicg. ede 


ACTUAL 
SIGNATURE. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07844 


7843 CERTIFICATE OF DEATH Reg. Dist. No. 7) 


= 


ee - 
aes. 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decoosed lived. If institution: Residence before adminion) 
8 8 ©. COUNTY b. COUNTY 
So - 
« 33( M Carroll gaia ‘Land Anne Arundel } 
€ By b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limils, write RURAL and give neares! town} ZF 
e g RURAL ond give neores! town} ¥ “$e: “ 
bo enryton 95 days Davidsonville Vat XK 
= oo d. NAME OF OAC {if nor in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
2 9 
6 =4 OR INSTITUTION ON A FARM? 
£ 5S Henrvyton State Fosnital Bor 147 ves] no 
5 
2 3 5 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
x= =~ wt . 
& a ‘ (Type or print) Ma ha Parker DEATH Jul: 1 3 19 58 
e ¢ 5. SEX 6. COLOR OR RACE |7. MARRIED ff] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE Ltn neo IF UNDER 1 YEAR| IF UNDER 24 HRS. 
fs thdoy! Mi 
Ea fe Female Negro |wioow tT] worctoO] | Feb. 3, 1901 57 om 3 
2 4 a 4 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
> £ 9 
g g a3 during most of working life, even if retired) A 
3 Housewife Maryland UeSehe 
& Rs usewlt e@ tary. 2 
iz bs by 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 8 ofs I 
BZ Solr Benjamin Brown Rosie burgess 
ies ‘i 15. WAS DECEASED EVER IN U. S. ARMED FORCES? J16. SOCIAL SECURITY NO. 117. INFORMANT Address 
5S a= Yes, 0, oF unknown} UF yes, geve wor or dates of service) ke Peviant 
Joe ats 9 None Martha M. Parker - FPatien 
Pe ee iN 
5 DBE 1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c). INTERVAL BETWEEN 
2 ost ONSET AND DEATH 
a = ay PART 1. ae WAS CAUSED BY: + 
£ ose 5) x IMMEDIATE Cause (o,__Cardiac Insufficiency 
5 te? ¢ DUE TO 
> 
© Sty Conditions. if ony, which war advanced bilateral cavitary pulmonary ‘bc. 
$ ZEs gove rise to immediote 
feet a couse (o}, stoting the under. ( OVE TO Mellit: 
(ees ae Iyi lost. us 
ees ping ceuseiles w—Diabetes Me 
Se SicieS ———— 
F258 5 ie, Zz Past Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) | 19. Baas AUTOPSY 
Benn = g oe RFORMED? 
— a ae ee 
£ust> J 1<14 “ 
2asc56 6 f es) Not] 
2 2 g 
Fotss © [200, ACCIDENT WAS DNDERING G__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port Il of item 18.) 
we eae A 
ZRoe5 3 |e eiieks NOTIEY MEDICAL EXAMINER) 
Se ae v , 
2oegis & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
= 6 Hour o. m. be While No! while factory, streel, office bldg. q 
@oe.s = p.m. jot work [] of work [] i 
ORs s a 
zes5- 21. | certify that | attended the deceosed from._ADYS1 9 ___ 19.58, to. July 13 ate 98 thot | lost saw the deceosed 
212 heue 
2 2B * 
os 2 Ff 3 olive on__ pies ut 19.58, ond thot deoth occurred ot LL. __P eM, from the couses ond on the dote stoted above. 
G2 
-~Os ADDRESS (Street, city or town, stote) DATE SIGNED 
5 2 
235°C = ACTUAL Jb Water, lner, bt. m, Haryland 13-58 
aoe 85 i signature“ AF Caen, TN . wo Henryton, Maryland Nees. fri : 
£a2Ra 
Z8a85 PHYSICIAN'S 
Sexe NAME (Tyee) Edgars Me Maculans, M. D. _He. on State Hospital 
3 goo ‘Zo. BURIAL, GREMATION, | 22b. DATE THEREOF NAME OF CEMETERY OR ¥ MATORY 2g-LOCATION (City. town, or county) /) {Stoe) 
22585 (ps REMQVAL (S96 ify) netic O A 
2 } (4 
ofot= ui Ax FeLY. 2 0; ae CYL Wa + 
re 23. 


'UNERA DIRECTOR'S SIGNATURE ADDRESS 20. REC‘D BY cits ak FG ee) "5 Sanat E 
V5 ANS (4) 4 () . ey SS 
15M 10/57 YA bk pA KAA AM th OR Dk j a AAat ‘ Ls 


rll 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 7849 
\ Ge 


opp” PUGERTIFICATE OF DEATH 


. 
oe Reg. Dist. No. 
3 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceosed lived. If insitution: Residence before axinion) 
Ly 9. LAN °. b. COUNTY = 
ea Carro Yaa 3 Marylend Belitimore— 
Be b. CITY OR TOWN (IF outside corporote limits, write] ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If oulside corporote timits, write RURAL ond give nearest town) és 
33 RURAL ond give neares! town) é 
Bee Sykesville ~ Rural 8m, 21 da Baltimore Via fety 
£ 4 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. . IS RESIDENCE 
=e 5 OR INSTITUTION z ON A FARM? 
ad Springfield State Hospital 2810 Guilford Avenue yes F] No f] 
a jp P PENG LAG tale Ost 
= 3. NAME OF Fir Middl 4. DATE 
. 5 Pee int iddle Lost DA Month Day Yeor 
23 (Type oF print) Margaret Engle Prather DEATH Dit 11, 198 
& 5. SEX 6. COLOR OR RACE |7. saRRIED L] NEVER MARRIED [] | 8. DATE OF GIRTH %. AGE, IIn xeon IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= los] AO Days Min. 
4 Female White WIDOWED dworceo[] | November 23, 18 O90 ys vac ob Bl aa 
a 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 during most of working life, even if retired) 
S None OHIO UeSed. 
5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
I Unknown Unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no. oF unknown) IIE yes. give wor or dates of service) 
No None SpFinefield Hospits ord 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (0), ond (C)-] 
PART 1, DEATH WAS CAUSED BY: 
| IMMEDIATE cause fo) Acute Pulinona 


) 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carban papers. 


20c. ACCIDENT WAS UNDERLYING [)_~ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Port Il of item 16.) 
OR CONTRIBUTING C] CAUSE OF DEATH , 
(IF EITHER, NOTIFY MEDICAL EXAMINER) OT dae 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County) (Stole) 
Hour 0. n. While Not while foctory, street, office bldg., etc.) | 
p.m. 1 fot work [] ot work [] { 


21. 1 certify that | attended the deceased fram.___sJuly. J, ..., 927_, ta_July_ Ll, __, 19.58 that t last saw the deceased 


ificate has been signed by the attending physician and campll 


7, af removal, ond in any event within 72 hayrs 


L} é DUE TO 
s Conditions, if any, which _ Bronchopneumonta 
s Gove rise to immediow | 1 

couse (0), stoting the under. 5 
= lying couse lost. «Myocardial insufficiency 
2 
8 TIN. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH, BUT NQT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. WAS AUTOPSY 
= , erontc Sravn Syndrome aesoet aes we  disturbaice of growth, metab PERFORMED? 
eS Mm or ni ition ith psychotic re io ves] NOX) 
3 
£ 


MEDICAL CERTIFICATION, 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
may be retained by the haspital or attending physician. 


ee 
EBs 
ees olive on____July_ LO, 12.58 __, ond that death accurred at2500._AM, fram the causes and on the date stated abave. 
°o in 2 . ADDRESS (Street, city or town, stote) DATE SIGNED 
g35 Site Rik, A fot no, Springfield State Hospital _7- Il-Sy_ 
aps | 
zit naweties__Rita Sp Gishn, Ma D ae ee 
2°? 70. BURIAL, CHEMATION, 2b, DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Store) 
Zee ssiahes k:0 al July 14, 195 Loudon Park Baltimore Ma, 
2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 2: C EGISTRAR'S SIGNATPRE 
1 Oo 
ae Wn. Cook, Inc. 1217 St, Paul St vate JUL 1 4 “58 7 


dl 


a 


illed in by the funerol director, 
es 1 ond 2 should be filed with 


¢. 


in pleose remove corbon papers. 


icote has been signed by the ottending physicion ond comple 
-Ironsit permi! 


ending physicion. 


las the burial: 
the reglstror prior to burial, cremation, ar removal, ond in ghy evenhwithin 72 hours ofter death. 


« 


may be retoined by the hospi 
page 3 should be detoched for J 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after death: Page 4 
TO FUNERAL DIRECTOR: After Il 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 078 43 
7845 CERTIFICATE OF DEATH 


Reg. Dist. No. 


ve a ale! if ce pater celts (Where deceased lived. If institution: Residence before admission) 
o. °. b. COUNTY 
fapee lt MARYLAND Yary/awd trol 


b. CITY OR TOWN {IF outside corporate limits, wrile | ¢. LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) 
RURAL and give nearest town) , 
LIBHL A BD S24. A a lp SPER D LG a hp weed, 
OF ie tf not in hospital, give street oddress) 


d E. STREET ADDRI e. 1S RESIDENCE 
"oR, INSTITUTION, ON _A FARM? 


RO 2 S ag yar ves nope 


3. NAME OF First Middle bast 4. DATE Day Yeor 


Month 
Perera ain ie Ehzaberh Rhoten| tam July 29 wrZ 


ray 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] [®. DATE OF BIRTH KGS (i yeor! [FUNDER LYEAR|IF UNDER 24 HS 
lost birghdoy! SATA 
wiboweo [ vworceo 1] | pred Bi & 6 ae cpialled BB i 


4: USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |1. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during prott of working lite, evpn if retired) 
SC _U oH On RR¢/aw SA? 
HERS NAME z 14. MOTHER'S MAIDEN NAME 
20 vy, e/fMm Ay FOWW NM: 
1g, WAS DECEASED EVER INU. S. ARMED ong 16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
Fen. 10. on ankag (lt yes, give wor or dotes of rervice) . vi df, ; 
eV 7S Mau ge 0 1B I>@le7V' LLC <i 
18. CAUSE OF DEATH [Enter only one couse per lj Pyprs ey, INTERVAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: > | cape: ee gs 
IMMEDIATE CAUSE (0) < 


DUE To 


’ 
~~. 


Canditions, if ony, which w 
gove rise to immediote 
couse (0), stoting the under, ( OVE TO 
lying couse lost, a 
Parr Il. OTHER SIGNIRICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED AO {HE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
9 Ine 7 ae > PERFORMED? 
Lvs fd hp-- pigs re) NOP 


Wa, ACCIDENT w, INDERLYING 2b. DESCRIG BOW INJURY OCCURRED. (Enter noture, Finjury in Port Lor Port I of item 1B.) 
OR SONTRIBUTING CAUSE OF DEATH 


(IF EITHER, NOTIFYYMEDICAL EXAMINER) = e// CAT Va, gy 00 MA Fico ve 


20c. TIME OF INJURY Month, Day, Year [and. msuRy OCCURRED |20e. PLALE OF INJURY (Home, farm. 120% (City or town) (County) (tote) 
Hour 0. n. . ile Not whi foctory, street, office bldg., ee) | : a 
: 1-10 For werk (or work (A fo 9 A: a a. j y 
4) (A 


MEDICAL CERTIFICATION: 


a= 1WL_EZ, ta. Lady An, 19.£Ethat | last saw the deceased 
EAE IM, fram the causes and on the date stated abave. 


ADDRESS (Sigee!, city or town. stote) 
Ys MA 
M.D. ag ee ee 


ene RS Te 
RAL 


es 1 and 2 shauld be filed“with 


A 


Cs. 


that the death certificate be executed within 24 haurs ofter death: Page 4 
Then please remave carbon pape: 


faire: 


tificate has been signed by the attending physician and campl 


@% the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


altending physician. 


/ 


may be retained by the hospi 
page 3 shauid be detached far'™ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow re 
TO FUNERAL DIRECTOR: After 


VS A15 (4) 
15M 10/57 


1 


oa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7846 CERTIFICATE OF DEATH vez ow thd O44 


, No. 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 

°. . 

Carroll MARYLAND |) ° Maryland °°“ Montgomery 

b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) yY 
RURAL ond give neares! town) y 
Sykesville _6mos.Litlays Takoma Park 12 / 

d. NAME OF HOSPITAL [If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 6707 Alleghany Ave. ves C} NOX) 

3. NAME OF First Middle tost 4. DATE Month Day Yeor 

{tape or print Etha Be Roach Sam = July 15, i558 

5. SEX 9. AGE (In yeors [IF UNDER 1 YEAR] (F UNDER 24 HRS 


6. COLOR OR RACE |7. MARRIEDRE] NEVER MARRIED [7] [" DATE OF BIRTH 


birthdoy) 
Female White = |wioweQ _—ooworced 188), i eee 
10a, ee OSU RAMON (Se Nog a ea, ie Wy, BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Ndr ginmaltoncekimaiiiesaven ft rete 4 
School teacher Leal A thref | Maryland USAe 
|. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Unknewn Unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes at? ‘unkecwn) UIE yer, pve wor or doter of service} 
° - art. - Springfield Hospital Records: 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b}, ond (e}.] BIER Wee eae 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o! Bronchopneumonta Days 
t/} » wan 
iy 
Evrae tiilant. wits r Arteriosclerotic heart disease. Years: 


gove rise to immediote 
couse (0), stoting the under, ( OVE TO 
lying couse lost. {c) 
Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[0}|19. WAS AUTOPSY 
Schi. h 4 +t: PERFORMED? 
zophrenic reaction, paranoid type. ves(Q No fg 


200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port 11 of item 18.} 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 


[20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, farm, | 20f. (City or town) (County) (Store) 
Hour o.m. While Not while foctory, street, office bldg., etc.) ! 
jot work [] ot work [7] ‘ 


MEDICAL CERTIFICATION 


21. 1 certify that | attended the deceased from, October 20,, 19. Sh, to_July 15, __., 19.58. that 1 fost saw the deceased 
olive an__. and that death occurred at 1£30A_M, fram the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


2th wo. Springfield Hosp: IASIS8. 
Namttyes____ Edmund Lusthaus, M.D, __ Sykenvilie. Mervieme 


Wo. BURIAL, CREMATION, | 226, DATE THEREOF Tic. NAME OF CEMETERY OR ORY 72d. LOCATION (City/lown, or county) (Stote 
REMOVAL (Specify) As) WS, (> Zé ¢ LO c bp 
LD tA Ee a (hil MAD OCAMLL LLie 


RAL _DIREGIOR'S SIGNATPRE SSI see BY REGISTRAR | 24b. REG/STRAR'S {GI YATURE 


ZL Mes EA gfe: ptt ised le, bey 5p (Rest 


n 24 hours ofter death: Page 4 


$. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed 


. 


oe 
7% 
are 
pe. as 
hes 
=e 
a 3 “ 
t 
it M 
€ 
2 
2 
rs / 
ch) 
ce 
=o 
Qe 
HY 
& 


se remove corbon poper: 


ate has been signed by the attending physicion ond compl 
Then p 


the buriol-tronsit permit. 


lending physician. 
the registror prior to buriol, cremotian, or removal, ond in ony event within 72 hours oft, 


5 


« 


may be retoined by the hospi 
TO FUNERAL DIRECTOR: After t 
poge 3 should be detached for 


Vs AIS (4) 


¥ 


5M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ('7845 
OFF CERTIFICATE OF DEATH 


Reg. Dist. No. 
1. PLACE OF a 2 USUAL RESIDENCE (Where deceated lived. If institution: Rexidenco before odmission 
ry Carroll marae || 97 Maryland °°" Balto.City 
b. fies eS {if ute se limits, write | ¢. LENGTH OF STAY IN 1b | ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) Vv 
ond give nearest town : 
Sykesville 2yrsel0mos.2ldays Baltimore VO 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 4,033 Falls Road ves CE] NO] 
3. NAME OF First Middle Last 4. DATE saly 38° og 8 
(Type or print) Willian Franklin SHAUCK DEATH W > 19 
5. SEX 6. COLOR OR RACE {7. MARRIED PF Never MARRIED [] |8- DATE OF BIRTH 9. AGE fier IF UNDER 24 HRS. 
Y] iT 
Male White wioweo[] —oivorcentQ) | February 19, 1878 yo. baa | ee 


lo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF SUSINESS OR INDUSTRY |11. BFRTHPLACE {Stote or foreign country) 
during most of working life, even if retired) 


Lamplighter BALTo, CITY Maryland 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Unknown Unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Was, 90, or unkown) {1 yes, give wor oF dates of service) 


No = )$° -OS- 408 Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for {o), (b), ond (c}.} 


Patt | DEATH was causso.m, _ Bronchopneumonia 


WHOS 
Conditions, if ony, a ms Arteriosclerotic heart disease Years 


12. CITIZEN OF WHAT COUNTRY? 


U.S.As 


INTERVAL BETWEEN 
ON‘: DEATH 


gove tise to immediate 


‘i " DUO 
ey aig ¢ Generalized arteriosclerosis Years, 


C, P, owaeH! STB OP MEER SL aS BROWER" BP TALE YE Fw a HT NH EDA fo) | 19. ner AUTOPSY 
bra ot _— with psychotic reaction. Secondary anemia, Yes iE) NOX] 


20a. ACCIDENT WAS UNDERLYING C) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 
Hour 0. m, While __ Not white foctory, street, office bldg... etc.) | 
p.m. 19 Jot work [] ot work [] Hl 


4 
Q 
= 
< 
3 
= 
= 
& 
a 
u 
=z 
4 
6 
fry 
= 


7, ty 
21. | certify that | attended the deceased fram_YePpLember 7919.2. 7 ton 0 , 19.22 that ( lost saw the deceased 


alive on_JULy 30) pe eS ce ;-- and that death accurred at._ sh 2e*M, fram the causes and an the date stated abave. 
2 ADORESS (Street, city of town, stote) DATE SIGNED 


Suton wo, Springfield State Hospital 7/30/58 _ 
Roa Batak cet ce: Sn pe: ee 
To. BURIAL, (teeta 2b. DATE THEREOF Ne. WT iE DF CEMETERY OR CREMATORY Tid. LOCATION (Cyy. yawn, or county) {(Stote) 
bitte. MOVAL ( Speci oS . hy 
2d9S§ ak YHloagea fanlla— 


OEE OR Spy 8 ee ADDRESS A Seige | 240. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
yee (Lom bik be OH [oateaug 1 ‘58 


_MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7848 MEDICAL EXAMINER'S CERTIFICATE OF DEATH ()'7 _ 


FOR STATE Reg. Dist. No. 
HEALTH DEPT. PLACE OF DEATH. 2. USUAL RESIDENCE (Where deceoied lived, if institutipmn Residence before odmi nl 
/ M "3 COUN’ 7 
cul °. ©. STATE ip b. COUN’ 
: MARYLAND 
Bes ARR 6 + L. RD A 
ae -f ey OF AP (i = corporate fimin, mite RURAL © e OFSTAYINTH |] Xe. EITY OR TOWN {If oLtside corporote limits, write RURAL orl give nearest Efe 
sig eae aw a 
ees et errs 0 E> STLUN SJE FR 
ee wa - =~ TAL OR INSTITUTION ie ‘not in Bal ‘give street oddress) {* STREET ADDRESS. e IS RESIDENCE 
gue ai ON A FARIA? 
ete. 7 Lu Aiba rs (MU IP Oe eave Vane r Te wd Noe 
BeEaR First Middle 4 DATE Month ~ Year 
aoe 
Seis: ho aS, p L) Ss 
Sats i tei Sf a RNE bgt va v7 95 5 
5 » 5 6. COLOR OR RACE |7. MARRIEDE NEVER MARRIED [1]|B. ATE OF BIRTH 9. AGE oe IFUNOER TYEAR] IF UNDER 24 HPS. 
So ogme eed po 
a * WIDOWED IVORCED AVE BGR 4 pa 
ow O  pwvorceo 9) le he yn 
6 ov Fa 10a. USUAL OCCUPATION i ind of work done| 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
Sa85 ] ring most of working Ii 3 A 
sete 2 [4 oS ee 
Se 3 35 13. FATHER'S NAME (OTHER' res Nae 7 
S= D 2 ee tae 
gba 8s Piey £ (TITLE /Y LE Le 
ef ag fy ca 
eos 
£ges Is. WKs DECEASED EVER IN U, 5. ARMED FORCES? ]¥6, SOCIAL SECURITY NO. |1 
zee trea : tee ne, vars | Myatigacer sean aaah || rieyit ie 7, oT FE Sirs 74 pe An h T 
ae fi jie ‘4 STAR 4 / et 
& 2 \ is WER 4 dy. 
5 > 3 ae 1B. CAUSE OF DEATH [Enter only one coure om line for {0}, (b), ond (©). ] 7a rehee Ab 
eee PART 1. DEATH WAS CAUSED B Cc : 
P2e2° 20.) IMMEDIATE CAUSE (a) ikKo WARY. LELUSIOW Mie 2 
. ‘A 
SESE 2 UO. DUE TO S 
SOGEE Conditions, if ony, which me oR elVA Ree b ERESIS YEA «3S 
Seog ove rite to immediote couse oT wa 
Re "5 3 5 (0), stoting the underlying( PUE is 
£8 Re eda 
Bb. Ss Oe couse fost. to 
. 2 sovre fost. 
aS bo 9 6 eS é PART ft, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE TO DEATH UT | NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0){19. Me Autor 
2380 F “ORME! 
Sos x, fp fo. M: é “LS 54 
Ae 5 g 2 D1 GE Z. =. DESCRIBE Eh bef Tle S {Enter nature of injury in Port bor Part 11 of item 18 =O noOK 
=? i re of injury in Pon bor i 
$e 2 2s § PRIMARY Gl of CONTRIBUTING Oo od See 
oD = 5 = 
BRS3! 5 = _ es eee ee ee E — 
Fe aa S [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED [70e. PLACE OF INJURY (Home, fern "201. (City oF town) (County) (rote) 
& 4 2 5 Hour 9. m. While Not while HoatesseresWiorss EHO CSIC a4 
z< 28 = ot work [] of work [] 
Zeoe a ee Inquiry BG ond in my 
iG Bes resulted from: Noturol coves Accident [], Suicide [[], Homicide [], Undetermined manner [] 
a o 
< 256° Jl 
LSins Ceres CHIEF MEDICAL EXAMINER ATEN 
Ss8s50 a sat MO. 
eee jl vetd ; ASSISTANT MEDICAL EXAMINER [_] y ig) SS 
rae re / ) 
is 3ES Sf. BS / fl ) RS ff _ DEPUTY MEDICAL EXAMINE! oe ‘he 
< ig ey Fo. BURIAL. CREMATIC BURIAL, CREMATION. b. DATE THEREOF |AME OF CEMETERY OR CR IATORY 7d. das STH town, of county) tote) 
3527 REMOVAL (Specify) Ge - eTge ye. 
e**o* Eee VEY 2 a (ee bEPs LE re Mf YIU STE ® nm 
é: ER AL ved GAS URE 240, REC'D 4 EST: LEGISTRAR'S SIGNATUR 
VS. AISME é 2! Mn 
5M 2/57 CK ave how! 2 wf abn cl vate JUL 30 all 


m MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5 4849 CERTIFICATE OF DEATH 07847 


Reg. Dist. No. 


Canes 
% z i 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
y °. b. COUNTY 
ie 2 Carroll at ating Maryland Dorchester 7, 
= Be b. CITY OR TOWN [IF outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) 
g 34 RURAL and give nearest town) 
° 62 ny day Forest Hill Sy aoe 
Sees d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
‘o =u < 4 ‘OR INSTITUTION, ON A FARM? 
ee y Henryton State Haspital yes C] NOX] 
2 £6 3. NAME OF First Middle low 4. DATE Month Day Yeor 
= on DECEASED - OF 
aa Sie creeeevat Stevenson DEATH f 29 168 
ds & eae COLOR OR RACE |7. MARRIED Se] NEVER MARRIED [J |®. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
% lost birthday) Hours 
Male Ne wipowed (1) Divorced [] BaS = yes. 
10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY 
during mast af warking life, even if reticed) 
Dorchester Co., Md. Use Se Ac 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


2a. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING CO) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ee ee ee ee 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour 9. m. While Nat while factory, street, affice bldg., et.) ! 
p.m. 19 lot work [J ot work [7] 1 


21. | certify that | attended the deceased from March.10, ___, 19.58, to suly. 295 __.. 19.58 thot | last saw the deceased 
alive an_ aD ye eS 19.58 and that death occurred at 8235, PM, fram the causes and an the date stated abave. 

w i ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL . 


SIGNATURI é Wf ecx lar Ut. ®, MO. 


Nant tye: Ee Me Maculans, M. De ibe Henryton State Hospital, Henryton, Mde 


‘2a. BURIAL. CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) {State} 
REMOVAL (Specify) 
aria fa ee Ashurs emete rele Balto Q Md 
Wi NERAL DIRECTOR'S Merci DR f ] 2ho. REC'D BY REGISTRAR | 24h, REGISFRAR'S SIGNATPRE 
VS A15 (4) , y) t| ‘ 
15M 10/57 INGO AAR ATL bk CEMMLELILEL G vate SUL 3 1 '58 ‘ 


Pf 
z §° 
58. 
3 
e€oc 
806 . 
geez Unkni Georgianna Harris 
oO 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Sez 
a & ¥en, no. oF unknown) If yes, give wor or dates of service! 
ger No | 32 John Stevenson - Patient 
2 ge 18. CAUSE OF DEATH [Enter only ane couse per line far (a}, (b), ond (c}-] INTERVAL BETWEEN 
recs 
= z PART |. DEATH WAS CAUSED BY: on 
be? __ PAT! DAT Mepiate cous oy cardio-vascular insufficiency 
££ : : x DUE TO 
5 
fib Conditions, if ony, which Aneurysm of the aorta 
€ (b) 
ZES gove rise ta immediate 
5a. couse (0), stating the under. ( DUE TO 
e=s? lying cause law, «pulmonary tuberculosis 
a) 3 5 <. Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho) | 19. NEA oaeon 
PF ad fa) 
23f q e yes] no—j 
9 
£2 = 
wo . 
Hae 


MEDICAL CERTIFICATION, 


TO HOSPITAL OR ATTENDING PHYSICIAN; The low requires that the death certificate be executed wi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


al 


07848 


+ Reg. Dist. No. 

3 z D1. Oe oUninee. e. Mgr ha cs tS (Where deceased lived. If institution: Residence before admission) 
2S 4 o. b. COUNTY 
af M Carroll incall =’ yiland Washing ton 
2 » i} b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) , 
ss RURAL ond give nearest lown) : : J 
$2 Sykesville 2y6m8a Ragerstow 2/03. 
= 2 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
_— OR INSTITUTION ON A FARM? 
5 Springfield State Hospital Q anklin Street ves Noa 
£6 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
# - DECEASED OF 
ar (Type oF print Ellen Amelda Sullivan DEATH if 12 1958 

AR 

: 


© pe 6. COLOR OR RACE |7. MARRIED (C] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE [In yeors [FUNDER I YEARIIF UNDER 74 HRS 
fost birthday) [Manths Day: Hours Min. 
é Female White  |wioowenQ _oworct 7) 31— 86 Teri 


= eo: 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
hags “irs mast of warking life, even if retired) 
raiece ousewife Ireland Naturalized 
a ‘ 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Timothy Hurley Nora Curran Hurley 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

(Yer. no, of unknown} UF yes, give wor or doten of service} 

£ no unkn S.S.Hospital Records 

8 18, CAUSE OF DEATH [Enter anly ane couse per fine for (c}, (b). ond (c}.} INTERSIL RETONEGR! 

a PART |. DEATH WAS CAUSED 8Y: abet 

ms . - IMMEDIATE CAUSE (0). Bronchopne jonia days 

rs 4 F 

Fs 


Conditions, if ony, which 
gove rise to immediote 
couse (0), stating the under: 


rtificate hos been signed by the ottending physi 


€ 
3 
§ = lying couse last. 
is $ Zz P u.. & SIGNIFICANT ITIONS CONTRIBUTH TQ DEATH BI {o} i) MART fi 19. WAS AUTOPSY 
382 9 |Schi#oniPenie KeastYon, paranoid type, PYACCIS THESPE PSR SUR PE DUNN 01) ee etn 
ass S$ os ae - yes] No Cf 
3 Slee cia? Pc 
= 4 = } 200. ACCIDENT WAS IDERLYING [) Dl RIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
A a oe OR CONTRIBUTING ‘AUSE OF DEATH 
ee | (IF EITHER, NOTIFY MEDICAL EXAMINER} “Feit fron wheelch 
Soar 3 : 
°° 5. 20c, TIME OF INJURY Month, be ‘20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} (Stote} 
5 il le Phat Sas: Lye ee feta ses lice bids. fe) 
= p.m. 19 lot work [7] ot work Wi ! 
B 21. | certify that | attended the deceosed from____Leljs 19.56 to. Jol2=__., 19.58 that | tost saw the deceased 


and that death accurred at 83:30 Am, from the causes and on the date stated abave, 


live an__ 

; ADORESS (Street, city or fown, state} DATE SIGNED 
SeWatur AD¢Ano, Springfield State Hospital 712058 
NAME (type) Sykesville, Maryland. 


moy be retained by the hospi 


TO FUNERAL DIRECTOR: After 
page 3 should be detached f 


2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
Rest Haven Cemetery | Hagerstown, Md. 
pee 2! 
” rage sae 24g. REC'D BY REGISTRAR v2 GISTRAR'S SIGNATURE 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires that the death certificate be executed within 24 hours after death: Page 4 


é 


a 

z> 

aa 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07 849 
g CERTIFICATE OF DEATH 


E Reg. Dist. No. 


oad 


8 § M )P- PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. Mf institution: Retidence before edmisson) 

£3 Carroll MARYLAND || ° Maryland ». county City 

Bs B CITY OR TOWN (W outide coxporteTimis, wie Te LENGTH OF STAY IN To a, ‘OR TOWN (If outside corporote limits, write RURAL ond give nearest town) ¥. 
$2 sykesrfii6 15 days Baltimore 18,éd. Ve fa 

22 sah &. NAHE OF HOSPITAL (not in honpol. give wrest oddren) J. STREET ADDRESS ane - 
= Springfield State Hospital 2803 Guilfoerd Ave. we work 
3 5 3. NAME OF neat Middle lost 4. DATE ‘Month Doy Yeor 

oF i ipetor gtint] ‘elen Elizabeth Sutton DEATH 7 13 19 58 
-_° 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] |® OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS 


§ birthdoy} 


yrs. 


bad 


Female White — |wioowen Pj} —_vvorceo jn 3=55 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stole or foreign country} 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


s 
a 
4 hous: ‘e aryland U.S.A. 
2 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
° 
: Samuel E, Kirk Martha Cole 
8 % WAS DECEASEDEVER IN U. 5. Patties peer) icy ian SECURITY NO. | 17. INFORMANT Address. 
esse, eteitvewn) | WYifa ite wer or data of teva 

£ no es 8.S.Hospital Records 
e 
Hy 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b). ond (c).] OVAL ET en 
a PART 1. DEATH WAS CAUSED BY: 
5 pet: IMMEDIATE cause fo. _ABteriosclerotic heart disease years 
i + . DUE TO 

Conditions, if ony, which 


gove rise to immediote 
couse (0), stoting the ynder- ( OVE TO 
lying couse lost, {ch 


OTHER 33 NIF I IND ITIOY TED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ii 19. WAS AUTOPSY 
CRIS. aBROS LEN POOLET arte AH Se PERS ee PERFORMED? 


yes B$ No [] 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
‘OR CONTRIBUTING F] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
ee 
20c. TIME OF INJURY Month, Doy, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ic (County) {Stote) 
Hour o.m. While Not while foctory, street, office bldg., eic.} i 
pom. 19 [ot work [7] ot work [] ' 
- - 


s the burial-tronsit permit. 


, cremotian, or removal, ond in ony event within o deoth. 


rtificate hos been signed by the ottending physician ond com, 


tof-or attending physicion. 


* 


MEDICAL CERTIFICATION, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofter death: Page 4 


iit) 7 
He 3 4 21. | certify that | attended the deceased from. , WPE__ that ( last saw the deceased 
i} By s 5 alive on__ , and that death occurred 6331_ Am, from the causes and an the date stated above. 
2 5 3 fa ADDRESS (Stree!, city or town, stote) DATE SIGNED. 
Rue 
2995 / ACTUAL spital 7-13 
faze 
rae 
east 
, an) 
2° > 720. BURIAL, CREMATION, | 226. DATE THEREOF ac, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (Stote) 
>> BS Bret (Specify) 
2682 gi Park Ce Baltimore, Maryland 
(3 23. FORERAL DIRECTORS Sante 24a, RE REGISTRAR. | 24b.(REGISTR 3 SIGNATURE, 
vs A159 H.SANDER & SONS,INC, Baltimore, Ma. = [* "QML'SO"%s)*QQGoC aa 


15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
= 7852 CERTIFICATE OF DEATH a tl 2850 


8 


nt 
= 


1S. WAS DECEASED EVER IN U. 5. ARMED Lois 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes, no, oF untnown) UW yer, give wor or dotes of service) ae 
no | is ~S.Hospital Recorda 
boll 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and (c)-} INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: pay 


IMMEDIATE CAUSE io Bronch opneunonde. days 


HFIX nated 


<- 
pe 3 LACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmissian) 
& 8% a. COUNTY mae . STATE b. COUNTY 
oe Carrell _ Marylan 
ra) ae. 3 b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 16 c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) f 
8 8 RURAL ond give neorest town) ; 
pope _ 4 
, 2S 2 y 0 B nore 13, Md, Yul | see 
2 22 = (lt d. STREET ADDRESS ois RESIDENCE 
A mies j: ON A FARM? 
2 > 
5 ee nhc Gue 5 P 3010 Denyon Ayom ves] NOG 
& e§ f yl - 
£6 3. NAME OF First Middl tos 4. DATE 
= age DEAD irst idle 1 Month Oay Year 
6 2; (Type or print) 'rneabloo DEATH 
en te Valeria 3 x 
ety oD, 5, SEX 6. COLOR OR RACE |7. sARRieD [] NEVER MARRIED [} | & DATE OF BIRTH 9. AGE {In years 
. lost birthday) 
= _White WIDOWED fg] Divorced []} cpe3 a2 yrs. 
AE 103. USUAL OCCUPATION {Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Bee during mast of warking life, even if retired) 
$2 Housewife North Carolina U.S.A. 
a? 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 
Cee 
3 3 E )_ theodore Perry Ida Banke 
3 
$ 
3 
So 
ti 
o 
° 
= 
3 
= 


|. Then please remave carbon paper¥. 


Conditions, if ony, which w_Nephritis due to Septicemia 


gove tise to immediate 


ks 


ires 


‘ertificate has been signed by the attending phys' 


€ 
3 
ss. 
= 
Ss 
5 
3 
2 
g 
¢ 
£ 
i 
= 
$ 
: 
3 
ee 
ES 
os gc couse (a), stating the under. ( OWES 
Ses U tying cause lost. 
Ses- ving «Decubitus leer 
eo ae 6 
32 ee ran Ve Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
ria 38 5 B.S. assoc, with cerebral arteriosclerosis, with psych. reaction s£)] NOD 
Fotssé © [200. ACCIDENT WASLUNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 ar Port Il of item 18.) 
a2 Oe ia 
ege2° & | OR CONTRIBUTINGAK] CAUSE OF DEATH 
gEges G [UF eltHeR, NOTIFY MEDICALEAMINEH | PEL f91] injuring right hip 
Zogss & [20c. TIME OF INJURY Month, opr Zod. INJURY OCCURRED 208. LACE OF INJURY (Howe, fern, 120, (City or town) (County) (Stote) 
= 6, o 6 Hour a.m. While Not whil factory, wreet, office etc.} 4 
z -¥ 2 8 a we Ati cy Nelatiegs | Gadd i $.S. Hospital, Sykeseille, Ma. 
esse? " 
z $235 21. | certify that | attended the deceased from.______ Aa20re__., 19-57, to. se. 1958 that | last saw the deceased 
Hc ‘ 
a 3 35 alive on_. a and that death occurred at. 2.420. AM, from the causes and on the date stated above. 
Bt 8 $ eS ADORESS (Street, city or town, stote) DATE SIGNED 
<SG5°C- ACTUAL 
spe £3 ; SIGNATURI . Springfield State. Hospital... 1-58 Deh 
£ova 
Ze585 PHYSICIAN'S 
Seaze |_[NAME(Type)__y ; D e 2353 faxylan 
= ee 6 ye eS SO ==: 
5 geo [0. BURIAL. CREMATION, | 2b. DATE THEREOF [72 NAME OF CEMETERY OF CREMATORY 72d. LOCATION (City, town, ar county) 
2ra a5 REMOVAL (Specify) * 
ofpee By 8-19 Parkwood Baltimore 
= & 3, FUNERAL DIRECTORS SIGNATURE ‘ADDRESS Zao, REC'D BY REGISTRAR | 24b 


Vs A15 (4) y / = ; tit, : VA ore JUL S ‘58 


1SM 10/57 GLIA De FLEET OLD AES (TAG. 


1 5 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Film @231 7/22/58 Ttems22abcgGERTIFICATE OF DEATH Reg. Dist. No. 07851 


1, PLACE OF DEATH 
o. 


2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before admission) 
@ STATE b. COUNTY 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and ()-] 


PART I. DEATH MEDIATE CAUSE (ol Cereberal vascular disease 
o DUE TO 
Condiibas sik ony; whieh = Meningitis or cereberal tumor 


INTERVAL BETWEEN 
ONSET AND DEATH 


rf, 
arroll ial 4 aryland Prince George's 
b. CITY OR TOWN (if outside corporote limits, write ¢ LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 

aN RURAL ond give neorest town) ‘ Y 
Ge 2 _ days Beaver Heights ft, xX 
= a d. Nae oF Hoserat {If not in hospital, give street address) d. STREET ADDRESS e. Sens 
BS flenryfon State Hospital 4.612 R Street eS (NO 
£6 3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
B- OECEASED k OF 
=3 aps iecbc) Daniel Tyler nea July 17.19 ~=58 
<0" 5. SEX 6. COLOR OR RACE |7. MARRIED SE] NEVER MARRIED ["] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER TYEAR]IF UNDER 24 HRS 

% a H birthdoy) [Months] Doys | Hours | Min. 

@ Male Negro [wow vorctoO | May 3, 1915 yp: 

a sf 10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

g j during most of working life, even if retired) 

« Cab Driver Orangeburg, S, C. Uy. Ba Be 

a 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

° 

4 Mack Tyler Luellen Jamison 

8 3 WAS. Pee FOr IN U.S. le? ee 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

tear tatsewns’ —-( Riqat Goi oer srantaten tas) 

: No | Unimowm _|Beatrice Tyler-Wife 612 R Street 

8 

a 

& 

= 


gove rise to immediote 
couse (0), stoting the under: ( CUETO 


lying couse lott. o—_Far_adyanced pulmonary tuber 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} 19. Was Autorsy 
yes] NOt] 


20a. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, form, | 20F. (City or town) (County) (State) 
Hour 0. m. White Not while factory, street, office bldg., Cea 
Pm. 19 Jat work (-] of work [J 


ing physician. 


fas the burial-transit permit. 
, cremation, ar remaval, and in any event within 72 hours after death. 


MEDICAL CERTIFICATION 


@ 


olive an__ wl Ly 17. ae 1258 _, and that Sei eee wi: 26 pm, fram the causes and an the date stated oud 
Do, He Z ‘\ he 3 ADDRESS (Street, city or town, stote) DATE SIGNED 
onto, es? 4 4 __Henryton, Mary] 8 


may be retained by the hospitgl 
page 3 shauld be detached fe 


the registrar priar to burial, 
~~ 


Namtied_ DP— EB, M, Mgeul ans, Supt, Henryton State Hospital, Henryten, Md. 
Ne. Leno esc 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City. town, ar county) (Stote) 
1 as Woodlawn Cem. Washington, D. C. 


TO HOSPITAL OR ATTENDING FHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


TO FUNERAL DIRECTOR: After: 


ter S SIGNATUR pa’ S74 24g, BEC'D BY REGISTRAR | 24ty-REGISTRAR'S SIGNATURE 
VS AIS (4) ' SBI 
15M 10/57 Z Lia SCLOX fp A DATE iu 21 58 c 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


Ws A154) HENRY SANDER & SONS. INC.Baltimore Md. pare JUL 2 8 ‘58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 / 
E84) CERTIFICATE OF DEATH 07852 


Reg. Dist. No. 


— 


Cowden Leb Cerec ovo Springfield State Hospital, Sykeaville, 
Mattie Agustin del Campo Mexyland, July 2h, 1958 acces 


Za. BURIAL, RIO ‘Tac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) {Stote} 
REMOVAI il 
Buria Ju 6,1958 Parkwood Cemeter Baltimore Md F 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR a STRAR'S SIGNATU 4 


gt 
3 3 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If insiutan: Residence before odmission 
3 ° °. b. COUNTY 
RS MARYLAND A 
32 x i) al’y ANG ‘ef mi al 
Be b. CITY OR TOWN [If outside corporate limits, write c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} " 
ss RURAL ond give neores! town) y, 
32 Sykesville, Maryland yx, m0 vi Baltimore 18 
2 2 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. tS RESIDENCE 
—ae OR INSTITUTION ON A FARM? 
as ? 6 ontpelie ves (] NO %) 
ce 
= 3. NAME OF Fi idl 4. DATE 
3. BANE OF inst Middle lost oA Month Day Yeor 
=3 Miipe eer) Wilburt David Vester Gog 23/58 19 
ie 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] |B. DATE OF BIRTH %. craven IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday’ 
. 3 Male White wipowep (7) bivorceD [7] yrs. 
eg; 10a, USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
gs during most of working life, even if retired) 
ret Insurence Men = Maryland A 
= a 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
§9 
5% 
Beg Christopher Vester Katharine Spencer 
Bos 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Kddress 
GES (Wes. or unknown) HY yas, give wor oF dates of srvce} 
Bais No 5~01-3600 pringfield State Hospita key 2, Md 
38 z 18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b}, and (c}.] INTERVAL BETWEEN 
=a’; PART 1, DEATH WAS CAUSED BY: 
os : IMMEDIATE CAUSE ()LErMinal bronchopneumonia days 
=e $ the 7 /X Notout to 
Pa \ 
se > Conditions, if ony. which wArteriosclerotic cardic-vascular and cerebal diseafe years 
E5 gave rise ta immediote 
gas couse (0), stoting the under. ( ~DUETO 
gee lying cause lost. (Generalized arteriosclerosis _years 
fee 
28 8 q é Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo} | 19. oy dee dl Ae 
SoSg “A ee 
1388 A 3 ves] NOX) 
ooZ2s = [200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Part Il of item 18.) 
geet & ] OR CONTRIBUTING [1 CAUSE OF DEATH 
S225 | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
sess & |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {State} 
5 3 Fay Hour a. m. While Not while Ma a Ra | 
3 5 = p.m. 19 lot work [7] of work ' 
s ted | 
< 21. | certify that | ottended the deceased from_5/2h Pole eeoee 19.22 _,that | last saw the deceased 
5 alive on_7{23__ San, 12.58___, and that death occurred 0t6235.-pM, from the causes and on the date stoted above. 
ma 4 ADDRESS (Street, city ar town, stote) DATE SIGNED 
8 
< 
a 
5 
® 
fe 
2 


may be retained by the hospi 
TO FUNERAL DIRECTOR: After 
page 3 shauld be detached fo: 


é 


5M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5% CERTIFICATE OF DEATH rep. onnthé O08 


tl 


~ ce 
. z ¥ ff 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If insitution: Residence before odmaion} 
o o>’ 0. COUN 9. STA y b. COUNTY 
a Carroll MARYLAND Maryland Balto.Coe 
= =) $5 b, CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
9 sa RURAL ond give neorest lown) bie ai 
8 
ae svilie Semosetdays Catonsville O2X-2 
. &§ > Pe © 
2 ‘3 = | d oon oe key lla (IE not in hospital, give street oddress} d. STREET ADDRESS: e. b Faia 
wires j INSTITUT! 
Poa iM Springfield State Hospital Unknown ves 2] _No ft 
2 = 5 3. NAME OF First Middle 7 Lost 4. DATE Month Day Year 
= 3- : 
a 2 "i (Type oF print) Ross Ce. WIES' DEATH July 73 1958 
= po 5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [af-| @&. DATE OF BIRTH 9. foe aes IE UNDER 1 YEAR] IF UNDER 24 HRS. 
= ¥ mM 
a 3 Male White |woowot ovorceogy | June 21, 1905 es im 
= € ag Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 See during most of working life, even if retired) 
8 Bs one - Maryland U.S.A. 
2 9 2 E 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
a2 c a 
8 Sse Wm. R. Wiest Maud 0, Miller 
fe es @ 8 15. WAS eee ee IN U. 5. re rors, 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= a Fen, p90, oF unknown} (HF yes, give wor or dotes of service) 
& off Ko ene - Springfield Hospital Records 
2 8 
* <3 18, CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (c}-] INTERVAL BETWEEN. 
0 205 PART I. DEATH WAS CAUSED BY: OBESE AMD IDERTH 
2 e8¢ "DEATH MEDIATE Cause jo. Metastatic carcinoma of the lung 
4 cf o pd y 
eset / A DUE TO 
° © 
= 5. > Conditions, if ony. which w__Careinoma of the colon Months 
3 BES gove rise to immediote can 
= 23 ; 
5 &as couse {0}, stoting the under- 
Serre lying couse lost. te) 
32 § 5 MS A Part Il, OTHER SIGNIFICANT cone ber CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo} | 19. WAS AUTOPSY 
BEBE WN Dementia Praecox, “a an 
eaaoo AG 
i 253 5 = | 200. ACCIDENT WAS UNDERLYING (1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I) of item 18.) 
ZSoee & | OR CONTRIBUTING [} CAUSE OF DEATH 
a 52e c) | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ysees & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (tole) 
> baer Fal Hour 0. m. While Not while FOC ry street wottice Bip afer) 
a € = p.m. 19 Jot work [} of work (] ! 
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alae ‘Buriat 10/58 udon Park Cem. Balto., Md. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 O78 5 4 
S56 CERTIFICATE OF DEATH Reg. Dist. No. 


1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
EF Carroll maryiano || ° Maryland b. COUNTY 
Bb. CITY OR TOWN [If outside corporote limils, wrile | ¢. LENGTH OF STAY IN 1b 


Rural" Sykesville 16 Ye, 


| ¢. CITY OR TOWN (If outside corporole limits, write RURAL ond give neores! lown) 


Baltimore aval. + 


d. aes eA (lf not in hospital, give street oddress) d. STREET ADDRESS e. , ae gra 
pringfield State Hospital 1810 St. Paul Street Yet] nom 
3. NAME OF First Middle Lost 4. OATE Month Doy Year, 
DECEASED OF 
ye oni William ASH WILSON Dears 7 3 re 
5. SEX 6. COLOR OR RACE 
Male Ww 


7. MARRIED [] NEVER MARRIED. oO B. DATE OF BIRTH 9. paealihes IF UNDER | YEAR| IF UNDER 24 HRS. 

“he Y! Months| Do; Hi Min, 

wivowen Pf —_—owvorceo) | 6/1/80 visi in. ta! 4 

100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) U 

Stationary Engineer unknown Maryland SA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Wilson Grace Peacock 
aes: be Cea A AD elec See. 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
thee 218-10-5602 | Record, Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (o}. (b). ond (e)-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (co) 


LLG) y 
Conditions, if ony, which wy @rteriosclerotic heart disease 


gove tise 10 immediote 
couse (0), stoting the under. ( OSES 


lying couse lost. «___Diabetes Mellitus 


INTERVAL BETWEEN 


on on hours 


years 


years 


3 | G0 Patel. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. Was AUTOPSY 
=| CBS assoc. with senile brain disease, with psychotic reaction WSL] NOL 
= (200. ACCIDENT WAS UNDERLYING C]__ 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B) 
& JOR CONTRIBUTING CE) CAUSE OF DEATH 
G [UF EITHER, NOTIFY MEDICAL EXAMINER} ——— 
& |20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED 70. PIACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
ray Hour a.m. While Not while foctory, streel, office bldg., etc.) ! 
=i p.m. 1 Jot work [1] of work [J Hl 
21. | certify that | attended the deceased from__.Y/ 40 5 19a = = 158 that | last saw the deceased 
A BS 
alive one 2 7; 8 _, and that death occurred at: SDA yy: om the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE ee 
CTUAL 
SIGNATUR mo. Springfield State Hospital 7/3/5 
PHYSICIAN 
Maneinys Gertrude M. Gross, M. D. 
220. BURIAL, CREMATION, | 226. DATE THEREOF Zc. NAME-OF CEMETERYOR 
3 


Picestny | 7-4-9 | gferieg 
N DIRECTOR'S SIGNATURE =, ¢ 7/7 __-ADORESS 4 
¥ LLLIP SF. LCL So LG: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07855 
yee CERTIFICATE OF DEATH Reg) Dist! Ne: 


~ s A 
3 = \, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased ise f Fai Residence before odmission) 
8 =; 2. COU nae °. . cou 
* 32 Carroll. mablegked Maryland Washington 
& Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
¢ 52 RURAL ond give nearest town) ’ 
eS Sykesville 2 yreel7 days Bocnsboro ; 
£2 92 4. NAME OF HOSPITAL {IT not in hospital, give wrest address) d. STREET ADDRESS © 1S RESIDENCE 
5 ss IN 
ef) aS Springfield State Hospital RFD ves] NOX) 
° cc . 5 
pe # Middl lost 4. DATE Manth Do; Yeo 
SPs eee — calvin YOUNKINS Sam July 9%, 19 $8 
a 2 (Type or print) One: Ed 
te 
< 
< S $. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [} | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS 
’ on J 16 1872 a) thdoy) [Months] Days | Hours] Min. 
2 eee Male White. |wioowes Pf} — oworceo uly 16, yn. 
¢ " 
eoieee: Ve. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g get during most of working life, even if retired) U.S 
Eo owe Farmer - Maryland Se 
~ € 
g o8 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
# 26% Cerl Younkins: Ella Sigler 
2 $63 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. (NFORMANT ‘Address 
= 4e2 soybean reed) (ge eh es 
§ ofs No mee - Springfield Hospital Records 
et gee 
3 28 by 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). and (c).) Sua oes 
sft 
coe ar PART I, DEATH WAS CAUSED 8Y: 
or> ts Z we IMMEDIATE CAUSE (0) Bronchopneumonia ays 
= eee f q DUE TO 
eo. , 
3 é / 
eed > Conditions, if ony, which (br 
3 BES gove rise to immediote Boa 
= 2 $c : 
> Bat couse (0), stoting the under- 
gets? ing couse lost. a] 
385° z TED TO THETERMIGIAL DISEASE ITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
395° Pagg Il. OTHER SIGNIFJGANT CONDITIQNS CQNTRIBYTING JQ DEATH BUT NO’ 
SESES 2 C.B.S assoc. senile brain disease wit poy chotic reacties ha 
gagoo ] 
FE ot 35 = Bla, ACCIDENT WAS UNDERLYING [1 1208, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port W of item 1B) 
Beata ec = ‘AUSE 
ie & £5 © [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
va 5 & |20c. TIME OF INJURY Month, Day, Yeor [20d, INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 1208. (City or town) (County) (Store) 
> 3 a Hour 0, m. While Not white factory, street, office bldg., etc.) 
ze. Z p.m. 19 lor work [] of wark [] i 
secs - - 
od 9 
Ses -* 21. | certify that I attended the deceased from_YURE ee Se Son Saete, io een : eae , 12% __that | last saw the deceased 
Zz 8525 3 10 15 
gi< $5 alive ondUly 9s ss 19.58 and that death occurred at_+e Sh, from the causes and an the date stated above. 
£ £63 A ADDRESS (Street, city or town, stote) isfe” 
pee J of fd 
<35 ACTUAL a7 ‘D by ALOE Cen , Springfield Hospital 7/9 
g3e BS SIGNATURI Ly a MO. gf: 
faze 
22525 PHYSICIAN'S 
<i238 NAME (te Agustin delCerpo, M.D. 
oe 
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